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Editorial 
MEDICAL EDUCATION GRAVE 
QUESTION. 

One of the moot questions of the moment is 
the future of medical education. In this each 
physician of the land should lift his voice to- 
wards securing standardization of the require- 
ments necessary to permit an individual to pre- 
scribe any sort of medication for the human 
frame. Examinations required by the state 
should be of such duress as to exclude all quacks. 
Legislative restrictions must be so amended and 
perfected as to weed out the ignorant and un- 
scrupulous charlatans that have not failed to 
make for themselves soft berths through the 
that they themselves lobbied through, and 
through the loopholes in existing statutes that 
they have managed to gnaw. Sustaining of the 
Medical Practice Act has been a radical victory 
both for the rights of science and the welfare of 
the general public. But at that many doctors 
simply let even this struggle “go by the board.” 

Medical colleges have raised the standard of 
medical education. 
has this standard gilded the lily ? 


laws 


Comes now the argument, 
Has the stand- 
ard been placed too high, the requisite years of 
anti-medical training become too prolonged for 
the highest service of mankind? 

Has it become too expensive to learn to be- 
come a physician? Should not the profession 
itself determine whether there can not be some 
middle road between the necessary but 
frequently needed “specialist” and the almost 
practically obsolete “Old-fashioned Family Doc- 
tor”? The official family of the A. M. A, is 


concerning itself therewith as an organization. 


not so 


So are numerous state and county societies. The 
problem will commence to approach solution 
when individual practitioners concern themselves 
therewith, as well as with other civic problems. 


Scarcity of the old-fashioned family practi- 


tioner is letting down the bars for the lav- 
practice of medicine both by corporations and 


individuals. Apathy of the physician the coun- 
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try over, paves the way for the steadily increas- 
ing encroachment on the practice of medicine 
by unskilled lay-dictation. Only too often this 
dictation comes from untutored, soft-job seeking, 
professional ward politicians. 

CINDERELLA OF THE PROFESSIONS 


Medicine might be called in all truth, the 
“Cinderella” of the three learned professions— 
Divinity, Medicine and Law—in so far as opin- 
ion rests with the popular estimate of the prov- 
ince and power of law and divinity and the 
failure to appreciate the scope and strength of 
medicine. Doctors are taken en masse. Let a 
doctor err, once or many times, and forthwith 
behold the condemnation of the entire profes- 
sion. Yet while the failings or foibles of a divine 
may be ridiculed or condemned, critics never 
dream of charging his creed with the faults of 
the man. Let a lawyer lie or a judge be bribed, 
or a witness perjured, yet the majesty of the law 
is not impugned. 

Raising the standard of entrance requirements 
by leading educational institutions has made pos- 
sible establishment of schools with less exacting 
standards. This may bode evil for medicine. 


There is a chance that instead of bringing about 
a rise in medical education that there will be 
an actual decrease in the average attainments of 


the medical output of this country. Discerning 
minds realize the crying need of systematic and 
thorough examinations of all applicants for li- 
cense to practice medicine in these times when 
there is such a disposition on the part of state 
legislators to grant full privileges to practice 
medicine to members of every cult and “ism.” 
Laxity in lawmaking evolves, in large communi- 
ties such as in great cities like Chicago, lack 
of protection for scientific medicine, the strewing 
of obstacles in the path of its progress and abuses 
beyond counting—charlatans, quacks and em- 
pirics without end—and so few champions for 
scientific medicine in the country’s legislative 
bodies. 





HAZARDS OF MODERN MEDICAL 
PRACTICE, 
Nicut Hawk GUNMEN Supersepes INDIAN 
Warrior AND Roap AGENT 
Indians, road agents and highway men men- 
aced physicians in frontier days. These dangers 
were picayunish compared to the perils confront- 
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ing the modern doctor, especially in large cities 
like Chicago, where the impunity of crime is 
becoming an international by-word. 

In some of the larger cities, scores of doctors 
have been beaten up, either while making night 
calls or in isolated or suburban districts. They 
have been robbed, too, of their money, their 
jewels, and their automobiles. Compared with 
the modern metropolitan thug, the pioneer gang- 
ster was a shambling, maundering tyro. A per- 
fect product of Machiavellianism is the up-to- 
date thug and highwayman. And two physi- 
cians were murdered within the last few months. 

It is not thought that physicians are discrim- 
inated as a class, or that a gangster for a mo- 
ment realizes that his object of attack is the 
man on a mission of mercy bent, but the results 
are as appalling where the welfare of the people 
is concerned. Many men of rare courage con- 
fess that they fear to make night calls. The 
dread that the summons is only a ruse is one 
fear. Again the perils on the road are only 
too well known. 

It is the duty of a citizenry to police prop- 
erly its cities and to safeguard human life. Fail- 
ure to live up to this obligation makes a munici- 
pality hoist by its own petard. In the long run 
it is this same negligent citizenry that suffers 
most. Unless there is some action taken to cor- 
rect this condition, physicians will be justified 
in their own protective measures. If crime con- 
tinues unchecked and unpunished with murder 
excusable on the specious pleas of “glands” and 
“insanity,” the country cannot survive. Never 
was there more pathetic demonstration of “A 
little learning is a dangerous thing” than the 
fashion in which justice is prostituted to meet 
the demand of sentimentalists and the hawking 
of learned phrases in the mouths of compara- 
tively ignorant lay-men. 





THE SOURCE AND USE OF VITAMINES 


Dr. D. B. Jones, Bureau of Chemistry, Wash- 
ington, D. C., in a recent report has considerable 
to say about the use and source of vitamines. 
He lays great stress on the fact that the lack 
of vitamines in the diet is a serious matter. He 
advises sufferers to avoid drug store prepara- 
tions and to hunt for vitamines in vegetables. 
He says in part: 

“Tn cases of suspected vitamine deficiency in 
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the diet,” according to the report, “corrective 
measures should be taken through the use of 
suitable natural foodstuffs, and not through com- 
mercial vitamine preparations, many if not most 
of which are worthless.” 

Vitamines play a very different role in nutri- 
tion from the other food constituents. They are 
essential to growth, health and life, but they 
contribute neither energy nor tissue building ma- 
terial. Their function has been likened to that 
of the spark plug in a gas engine. They are 
often referred to as the accessory food factors. 


LACK OF VITAMINES SERIOUS 


“People and animals are unable to provide 
vitamines within their bodies,” the report points 
out. “Lack of sufficient vitamines in the diet 
is soon followed by serious consequences. Young 
animals will fail to grow normally, and adults 
will rapidly decline in weight and develop cer- 
tain characteristic affections known as deficiency 
diseases. 

“Tt is now known that there are at least five 
vitamines, designated as A, B, C, D and E, and 
it is probable that others will be discovered. The 
absence from the diet of any one of the five will 
produce certain characteristic effects. 

“Vitamine A, for instance, is essential to 
growth and health. Young animals on a diet 
devoid of it soon stop growing and lose weight. 
Their vitality becomes lower and they are less 
able to resist disease and infection, particularly 
of the respiratory tract. 


AFFLICTION OF EYES RESULTS 


In many animals, as rats, dogs, rabbits and 
poultry and also in man, a characteristic afflic- 
tion of the eyes results. The administration of 
vitamine A prevents or promptly cures this afflic- 
tion. Growing animals require more of it than 
do adults. 

it is abundant in butter, cream, cheese, whole 
milk, egg yolk, the liver, heart and kidneys of 
animals, in spinach, lettuce, cabbage tomatoes, 
carrots, sweet potatoes, parsnips and green peas, 
and is present in varying quantities in many 
other foods. Cod liver oil is rich in this vita- 
mine and the liver oils of some other varieties 
of fish contain it. 

“Vitamine B is also necessary for the mainte- 
nance of life and health at all ages. Lack of 
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it promptly results in loss of appetite and arrest 
of growth, followed by various functional dis- 
orders and, finally, death. This is the most 
widely distributed of all the vitamines. It is 
abundant in green plant tissues. Cereals and 
seeds contain it, the germ of the seed being an 
exceptionally good source. 


eae 


YEAST IS SOURCE OF B 


“Yeast and the wheat germs are standard 
sources of this vitamine in experimental work. 
Roots and tubers as a class are good sources of 
it, and it is especially abundant in tomatoes. 
Most fruits and nuts are well supplied with it. 
Meat is reported to contain vitamine B. The 
heart appears to be the richest in this vitamine, 
and the liver and kidney have only slightly lower 
values, The flesh of the chicken, turkey, duck 
and guinea fowl, however, are deficient in it. 

“Vitamine C is sometimes known as the ‘anti- 
scurvy vitamine,’ because a lack of it in the 
diet causes scurvy, a disease which has been 
prevalent among sailors, soldiers, explorers and 
others compelled to live for long periods on dried 
and preserved foods. 

“The best sources of vitamine C are lemons, 
oranges, tomatoes, cabbage, lettuce, spinach, 
green beans and peas and turnips. Most green 
vegetables, fruits, roots and tubers contain vita- 
mine C in varying quantities. Meat, excepting 
the internal organs, is a poor source. It has 
been reported that oysters contain it in abund- 
ance. 


ORANGE JUICE PREVENTS SCURVY 


“Milk contains it to some extent, but is an 
uncertain source. This vitamine is easily de- 
stroyed by the processes used in the preparation 
of many food products. Orange juice or tomato 
juice is sometimes given to babies reared on 
artificially prepared food as a precaution against 
scurvy. 

“Vitamine D seems to control to a large ex- 
tent the utilization of lime and phosphorus in 
the formation of bone by the animal organism. 
Its absence in the diet will cause rickets, a dis- 
ease characterized by enlargement of the joints, 
softening of the bones and subsequent bending. 

“Vitamine D is found in cod liver oil, in egg 
yolks and to some extent in milk and coconuts.” 
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COOPERATION FOR SERVICE 


This year’s program of cooperation with the 
Child Welfare Department of the Illinois Feder- 
ation of Women’s Clubs for the examination of 
pre-school children in the state offers to the 
medical profession opportunities for practical 
service, 

The Illinois State Federation of Women’s 
Clubs is in many respects a powerful organiza- 
tion. Its membership comprises 70,000 women, 
700 clubs. Like the component societies of the 
Illinois State Medical Society, some of these 
clubs are strong and exert great influence in 
their own communities; others are weak and 
futile. But as an educational medium it is to 
be doubted if any other organization can equal 
the Federation for the state-wide dissemination 
of new ideas and for the conservation of old 
ideals, 


Under the leadership of Mrs. George Thomas 


Palmer, herself the wife of a physician, the Fed- 
eration in Illinois has taken a long step in the 
direction of conservative, constructive work in 
every department. During Mrs. Palmer’s presi- 
dency, its especially notable advances, to the 
average onlooker, appear to be those in the fields 
of American citizenship, law enforcement, edu- 
cation, and public health. 

It is as a natural outgrowth of this tendency 
toward educational betterment that the Depart- 
ment of Child Welfare, with which the Illinois 
State Medical Society will cooperate closely 
during the coming year, proposes to make as the 
major project of the year the examination of 
pre-school children by the family doctor and 
dentist. 

The Department is headed by Dr. Lena K. 
Sadler, a physician in active practice in Chicago, 
who plans to launch her campaign with the 
opening of the club year in October and by the 
close of the club year, May, 1926, to have reached 
the great majority of children of this neglected 
age in the state. 

Most of such efforts for child welfare in the 
past have centered around the philanthropic 
phase, ignoring the fact that as many cases of 
malnutrition and removable defects are to be 
found in the homes of the well-to-do as in the 
homes of the indigent poor, In this instance, 
however, the Federation will stress the educa- 
tional feature of the campaign beyond all others. 
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The Illinois State Dental Society and the State 
Department of Health will each contribute to 
this end. 

The plan involves the emphasis of the per- 
sonal responsibility of each member of the Fed- 
eration for the children of her own household. 
It is asked merely that each of the 70,000 mem- 
bers see to it that one pre-school child, either 
of her own household or her neighbor’s, or some 
child in her immediate community, is taken to 
the family doctor and dentist for this complete 
examination. Blanks for this purpose will be 
supplied by the State Department of Health. 
Each member of the federated clubs in the 
ninety-three counties of Illinois where there are 
active county medical societies will be furnished 
a list of all members in good standing in the 
county medical society of her county. It will 
be made very clear that this examination must 
be handled by a doctor of medicine and an ex- 
planation will be given in detail of what the sin- 
gle standard of medical education can guarantee 
as to the character and ability of the physician. 

This means a certain responsibility on the part 
of the county medical societies. They are asked 
to give friendly support to this effort to get chil- 
dren, apparently well, into their own offices. 
They are asked to make the most of this oppor- 
tunity; first, by filling out carefully the card 
which will be supplied them and calling the 
mother’s attention to definite defects which may 
be eliminated either by better living habits, med- 
ical or surgical aid; second, they are asked to 
teach the principle of the periodical health exam- 
ination for the adult, as well as the desirability 
of having the child brought back to them at 
least every six months in health, by the contact 
which is afforded them at this time; third, they 
are asked to emphasize the desirability of im- 
munizing children against diphtheria and small- 
pox, in particular, also to enquire as to whether 
other members of the family have been vacci- 
nated for smallpox and typhoid fever; fourth, 
secretaries of county societies are asked to sup- 
ply, not later than October 1, to the Educational 
Department of the Illinois State Medical Society 
at 25 East Washington Street, Chicago, complete 
lists of their membership in good standing 
(members of the county societies who do not 
handle children’s work may be indicated by sym- 
hol. They should not be omitted from the list. 
It is the desire that a premium be placed on 
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membership in the county society) ; fifth, county 
societies are asked to devote some time during 
the year to a consideration of child problems in 
their own counties. At this time considerable 
matter will be presented from the lay standpoint, 
difficulties may be threshed out which have arisen 
from the layman’s inability to understand the 
physician’s scientific point of view, and valuable 
guidance may be obtained by the carrying for- 
ward of educational work in the county. 

The pre-school child campaign of the Federa- 
tion will be attended by considerable statewide 
and local publicity, Practically all volunteer 
health organizations of standing have agreed to 
give the widest possible dissemination of facts 
about it. Many ministers have promised to de- 
vote one Sunday’s sermon to the necessity of 
closer teamwork between the family and the 
physician. Commercial bodies have volunteered 
to use publicity matter in the wrapping of bun- 
dles; to send it out at stated intervals with every 
loaf of bread, pound of meat, and bottle of milk 
sold in a, particular community. Industrial or- 
ganizations in many localities have offered to 
put stuffers in pay envelopes, calling the atten- 
tion of employees to this valuable movement. 
(ienerous cooperation has been promised from 
metropolitan newspaper and press syndicates. 

There is no more ready approach to the inter- 
est and enthusiasm of the average layman than 
through the child. If the Illinois State Medical 
Society is to accomplish any real educational 
good during the next decade, it must begin its 
work with the children of this period. It is be- 
lieved by the officers and council of the Illinois 
State Medical Society that with such a project 
as is suggested with the Illinois Federation of 
Women’s Clubs, the Illinois State Dental Soci- 
ety, and the State Department of Health a defi- 
nite step forward can be taken for the four 
major aims of the educational program; first, 
the teaching of the necessity and meaning of 
the single standard of medical education; sec- 
ond, the teaching of preventive medicine—the 
greatest single feature of this being the period- 
ical health examination ; third, the holding back 
of all legislation or popular tendencies toward 
placing the practice of medicine under the re- 
sponsibility of political agents; fourth, team- 
work with the community—the education of all 
organizations to the principle that the medical 
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profession must guide and direct all necessary 
public work which hinges upon medical treat- 
ment of the sick. 

The campaign for the examination of the pre- 
school child may be made of great benefit to 
the medical profession in Illinois, providing each 
component society takes an active and interested 
leadership in the conduct of that work in each 
county. Without such leadership, any move- 
ment of this kind and in this direction will be 
a futility. So generous, however, has been the 


response from medical men in every part of the 
state for the meager experimental work of this 
nature attempted during the past year, that 
there is every indication to believe that 1925 
and 1926 will see the greatest project of co- 
operation for service that has been attained by 
the professional and the lay people of Illinois. 





A NEW BOOK ON CHRISTIAN SCIENCE 
THAT SHOULD BE IN THE HANDS 
OF EVERY DOCTOR. 

Ir Is A Rare Weapon To Put IN THE HANDs 
or Att AnTI-CHARLATANS. IN TuHIs VOL- 

UME THE MEDICAL PROFESSION AND 
THE SUFFERING PusLic Has a 
ParceL or T. N. T. To 
LAUNCH AT THE EVER 
RECURRING CULTISTS. 
FAITH — THE FALSITY — THE FAILURE OF 
CHRISTIAN SCIENCE. 

Lucid insight into the Christian Science 
sham, interpreted so simply that the less than 
average mind may comprehend the findings that 
three keen intellects have compiled from chaos 
is the epitome of “The Faith, The Falsity, and 
The Failure of Christian Science.” 

This book has for its authors, Woodbridge 
Riley, Ph.D., member of the American Psycho- 
logical association, lecturer at the Sorbonne, 
1920; Frederick W. Peabody, LL.B., member 
of the Massachusetts Bar, and writer of distinc- 
tion, and Charles E. Humiston, M.D., Se.D., 
professor of surgery in the College of Medicine, 
University of Illinois. 

Both the theory and the practice of “The Re- 
ligio-Medical Masquerade” is discussed feelingly 
by these three men, supplemented by a group of 
case-reports detailing with medicine’s experience 
with Christian Science, at the ultimate “S. 0. 8.” 
when death defied practitioners. 


THE 
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According to his own testimony, Dr. Humis- 
ton’s sister-in-law died as a result of an ovarian 
cyst to which the practitioners had refused surg- 
ical treatment. This instance together with a 
symposium of the experiences of many other 
physicians in different localities, detailing the 
personal and public menace contained in Chris- 
tian Science, both to the health of the individual, 
and to the health of the community, forms food 
for thought both to physician and layman. Ex- 
ampled here are actual reportings of what is 
going on all about us from child murder to 
wholesale disbursing of every contagious disease 
under the sun, from tuberculosis and syphilis to 
measles and smallpox. For those who will not 
heed unless first they see, this section, handled 
by Dr. Humiston, is the vital part of the book. 
It follows a preface under the section captioned 
“The Failures of Christian Science,” of which 
the first chapter is entitled “Christian Science— 
A Medical Parasite.” 

Of this chapter the first three paragraphs more 
than merit quotation. 

“Christian Science is the trade name under 
which a certain cult carries on its business of 
treating human ailments. The principal assets 
of this business is deceit. Its principal field of 
activity is among those who are financially pros- 
perous. 

“In any community, the adherents of this cult 
will be found to consist largely of pronounced 
suggestibles, augmented by a not inconsiderable 
number who seek a substitute for prevailing re- 
ligion. wy! 

“Scientific medicine is in no wise opposed to 
religious freedom, but scientific medicine takes 
cognizance of the fact that all down the ages, 
quack-medicine and quack-religion have every 
now and again been linked together in unholy 
alliance for the ulterior purpose of plundering 
the sick. Christian Science claims to be a sys- 
tem of healing, which makes of it a medical 
question. Mrs. Eddy’s Massachusetts Metapyhs- 
ical College was chartered for medical purposes.” 

. . “The real meat of Christian Science heal- 
ing can be compressed into three magic words, 
‘MIND IS ALL.’ . . . The permeation, satura- 
tion, and overwhelming of the patient with this 
sovereign cure-all is Christian Science treatment 
of human ailments.” 

Woodbridge Riley begins his arraignment of 
“The Faith of Christian Science” with “this 
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chapter, originally published in “The Cambridge 
History of American Literature’ and suppressed 
under Christian Science Influences.” Dr. Riley 
comments on the much bruited about alleged as- 
sociation with Mrs. Eddy of the late Bronson 
Alcott and his “transcendental wild-oat sowing.” 
He says of the claims of Christian Scientists and 
their contentions of the voice of the Almighty 
through Mary Baker - Glover - Patterson - Eddy, 
“the thrice-married female Trismegistus” who 
“at the age of eight experienced a kind of juve- 
nile annunciation.” . . . 

“These statements are accepted by the devout 
at their face value. The critic would turn the 
tables and consider this recent form of clinical 
Christianity to be a series of plagiarisms, in 
short, a system compounded from the esoteric 
religion, the occult medicine and the bizarre 
metaphysics of the day. So instead of a hall of 
fame containing Newton, Copernicus, Columbus 
and Mary Baker-Eddy one would be tempted to 
substitute an obsolete set of waxworks—the 
Shaker seeress, Mother Ann Lee, the Portland 
mesmerist Quimby and transcendentalism’s “tedi- 
ous archangel,” Bronson Alcott. These three 
personages form the three clues suppressed in 
the orthodox account of the founder of Christian 
Science. Like her book knowledge, they have 
evidently “vanished like a dream.” Riley makes 
clear, concise and comparative dissection of the 
sources and ramifications of Mrs. Eddy’s work 
even through her ideas of mysticism and demon- 
ology and a supposed sex obsession that would 
have delighted Freud. Says Riley, “It is a 
truism in the psychology of religion that aber- 
rant theological doctrines are often erotogenetic, 
that is, connected with abnormal sex doctrines. 

. . Mrs, Eddy was obsessed on the subject of 
sex and that from her earliest appearance in 
print.” He enters too into an outline of the 
“private teachings of Mrs. Eddy” wherein it is 
said she insisted women could conceive and bear 
children without the trouble of sexual inter- 
course, and it lay within her power “to dissolve 
such motherhood by a wave of her celestial rod.” 
There is full explanation too of Mrs. Eddy’s 
“Metaphysical obstetrics.” 

Mr. Peabody was employed as a lawyer by Mrs. 
Eddy’s son, when he sued his mother. His 
section “The Falsity of Christian Science” is a 
supplement to his previous volume, “Religio- 
Medical Masquerade.” He expounds the despot- 
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ism, the commercialism and the deceit of “the 
great leader,” remarking “History leaves us in 
no doubt that Mrs. Eddy was not the first woman 
tyrant . . . but history will be searched in vain 
for another autocrat so arbitrary, so whimsical, 
so fantastic, so funny as Mary Baker-Eddy.” 
He traces step by step the complete autocracy 
in which “Our Beloved Mother-in-God” bound 
her followers. It is to be lamented that physi- 
cians can not take a leaf out of her book of 
money-making. From Mr. Peabody’s ' figures 
even John D. Rockefeller might have sat at her 
feet and learned the finesse of finance—at the 
exploitation of suffering humanity! And from 
her, too, Machiavelli, might have learned a few 
political tricks of the trade. 

Not the least interesting citation of Mr. Pea- 
body’s is his claim that Mary’s followers are 
falling off. He writes: 

“The latest official figures of the strength of 
Christian Science in the United States are those 
of the Census of 1910. When these figures were 
gathered the rule prohibiting disclosure had not 
been made and the numbers were freely given. 
The total was 85,717, but as half the members 
of the Boston church were counted also as mem- 
bers of their local churches, the actual total was 
not far from 65,000. After forty years of in- 
tense activity, Mrs. Eddy’s followers in the 
United States numbered 65,000 and no more. 
If Mrs. Eddy was accurate when she said, in 
1883, that there were then a million, what a 
falling off there was!” 

“In 1919 John R. Watts, business manager of 
the Christian Science Publishing society, made 
oath that the actual paid circulation of the Jour- 
nal was 95,000. So there you have it. Rules 
of the church require members to be subscribers 
to “The Christian Science Journal.’ In 1919 the 
circulation totalled 95,000. Membership of the 
church must have been under that number as 
the sale is far in excess of membership while the 
number of subscribers is an indication of the 
possible maximum of church-members,” 

“Director Dittemore wrote to his associates on 
the Board during 1918: “The constant decrease 
in members admitted to the Mother Church since 
1915, which has today reached a point where on 
April 20, we had 541 less than last year’s spring 
admissions alone, must surely mean something.’ ” 

Mrs. Eddy’s attempt to rule the church from 
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her grave is set forth at length by Mr. Peabody. 
Another pertinent paragraph runs: “Let me 
speak of that variety of Christian Science fraud 
known to the law as suppression of the truth. 
The truth would kill Christian Science. As the 
truth cannot be controverted, it must be sup- 
pressed. An experience of upwards of twenty 
years’ investigation and combatting Christian 
Science makes it necessary that I should be a 
little personal. I think I was the first to present 
publicly the facts of Mrs. Eddy’s life quite 
plainly and to call a spade a spade. The dis- 


covery, in the regular performance of profes- 
sional duty, of her reckless mendacity, her heart- 
less cruelty, her utter selfishness, her colossal 
greed, was astounding, and I deemed it my 
bounden duty to make it public. In consequence 
I became acquainted with Christian Science 
methods of suppressing what they cannot refute. 


. . . If my charges publicly made and called 
to Mrs. Eddy’s attention had not been true, if 
her life and reputation had been such that she 
had dared submit them to the searching scrutiny 
of a court of law, she most surely would, and 
should, have called me to account; but she knew 
the facts to be far worse than I had stated them 
and sought only my suppression.” 

This volume should be in the hands of every 
doctor. Especially now that the annual crop 
of pro-quack legislation is about due for its 
winter parade at Springfield AND BEFORE 
THE VARIOUS STATE LEGISLATURES! 
In this volume the medical profession and the 
suffering public has a parcel of T. N. T. to 
launch at these ever recurrent cultists. It is a 
rare weapon to put in the hands of all anti- 
charlatans ! 

Fleming H. Revell Company, publishers, 158 
Fifth Avenue, New York; 17 N. Wabash Ave- 
nue, Chicago. Order from your book seller or 
the publisher. Price $3.50. 





HOW TO BUILD COMMUNISM WITH 
NON-COMMUNIST HANDS 


Nadeshda Krupskaia (Lenin’s widow), writ- 
ing in Pravda, official Moscow Communist party 
organ, April 9, 1924, particularly in reference 
to Pokdovskii’s scheme to accomplish the final 
establishment of positive atheism by using “an 
enlightened, or purely rationalistic religion” as 
a “wedge” to drive out real religion, reveals a 
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maxim of Lenin’s that applies not only to Com- 
munist efforts to wipe out religion by working 
for atheism under false pretense of religion, but 
to the entire legislative strategy of the Com- 
munists. She says: 


“Our duty is to apply in practice the maxim 
of Vladimir Iliich (Lenin): ‘We must know 
how to build Communism with non-communist 
hands’.” 

In the columns of this JournaL we have re- 
peatedly called the attention of our readers to 
the workings in this country of the communists, 
bolshevists and Russian propagandists and their 
application of their theories as applied to the 
practice of medicine. The recent Sheppard- 
Towner Act was borrowed from Russia whose 
system of maternity administration is so highly 
praised by the Children’s Bureau at Washington. 
The methods used by the proponents to secure 
the Sheppard-Towner legislation so exactly par- 
allels the above that we cannot refrain from call- 
ing our readers’ attention to the coincidence. 

The American public have a right to know 
who is Mme. Kollontai so highly praised by the 
United States Children’s Bureau publication. 

In the first place, Mme. Kollontai’s first name 
is Alexandra. Congressman Layton, commenting 
recently, remarked that “the Sheppard-Towner 
Maternity Act may be traced to the Children’s 
Bureau, created in 1913, chiefly through the 
propaganda of Madame Kollontai, a Bolshevik, 
now enjoying the connubial bliss of an eighth 
husband.” 

Of the Kollontai portfolio the ultimate of the 
ethics and economics is abolition of the marriage 
bond; the advocation of promiscuity as a relief 
from prostitution; the elimination of the badge 
of honor to children born in wedlock and the 
limitation of the population by birth control as a 
war prevention process; the feminists’ plan of 
directly removing the legal discrimination of 
women by their refusal to bear children, save 
when, where and how they will; with ready relief 
for quick conception and libido, free and uncon- 
fined. 

As portraying the numerous activities and 
doctrines promulgated by Mme. Kollontai we 
quote The Woman Patriot as follows: 

Alexandra Kollontai, head of Russia’s Ma- 
ternity System under the Czar; author of “the 
most comprehensive study of maternity benefits 
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and insurance in any language,” according to 
the United States Children’s Bureau publication, 
“Maternity Benefit Systems in Certain Foreign 
Countries” (page 175); who is now Bolshevist 
Commissar of Public Welfare, will occupy a 
place in history second only to that of Judas 
when the uncensored historian of the future 
investigates the Russian Revolution. Hundreds 
of books have been published on Bolshevism. 
Practically all dodge Alexandra Kollontai. A 
recent book on Russia prints a full page picture 
of Kollontai—without a word about her except 
her name and office, Why Js it because Alex- 
andra Kollontai’s activities, if fully revealed to 
the world, would discredit Feminism everywhere 
and prove it a greater menace to both the family 
and the State than any other form of Socialism? 

The Kollontai material would fill a volume. 
She is undoubtedly “the most comprehensive” 
revolutionist in the world. 





MEETING OF THE AMERICAN MEDICAL 
EDITOR’S ASSOCIATION 


There will be a meeting of the American Med- 
ical Editor’s Association in New York in Octo- 
ber. The officers of the association are: Presi- 
dent, Charles J. Whalen, M. D., Chicago; vice- 
president, Malford Thewlis, M. D., New York 
City; secretary, F. H. McMechan, M. D., Avon 
Lake, Ohio. The meeting is to be held during 
the week of the Clinical Congress of Surgeons 
and the Eastern and Midwestern Anesthetists 
which are to be held in Philadelphia, October 
26 to 30, 





SUBSCRIBE TO THE LAY EDUCATIONAL 
FUND 


Ir Turis Constructive Work Is To ConTINUE 
Funps Must Be PROVIDED. 


The fund subscribed a year and a half ago 
by a comparatively few doctors, for the purpose 
of inaugurating the Lay Educational Bureau of 
the Illinois State Medical Society, is exhausted. 
Not one penny of the original fund was in- 
judiciously spent. Results far-reaching in im- 
portance to the medical profession have thus far 
been accomplished by the Lay Educational Com- 
mittee. 

If the valuable work is to continue, additional 
money must be forthcoming. Second appeal for 
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subseriptions for this worth while enterprise was 
mailed to members of the profession a short 
time ago. 

The lay education campaign cannot be ‘prose- 
cuted without funds; it must be supported by 
popular subscription. It is hoped that every 
doctor will subscribe to this worthy cause. Seri- 
ous disease diverted from the incompetent will 
result in the saving of thousands of lives and 
will prevent much permanent invalidism. 

This campaign will achieve two great objec- 
tives. A gradual, but ultimate restoration of 
the medical profession to its merited place in the 
public sympathy and confidence and the inesti- 
mable benefits to humanity through the conse- 
quent prevention of disease and the preservation 
of life. 

For the convenience of those who have mislaid 
their letter of appeal from the State Society, 
we hereby reproduce the pledge card: 

Please sign and mail to the Illinois State 
Medical Society. 

To the Officers of the Illinois State Medical 
Society and Members of the Council: 

“T am in accord with the educational cam- 
paign, unanimously adopted by the House of 
Delegates of the Illinois State Society at the 
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1922 meeting and the plan recommended by the 
Council of the Society, and as evidence of my 
desire to cooperate with the officers of the coun- 
cil and of the State Society, 1 hereby enclose 
my check for $.. to aid in defraying the 
expenses thereof : 

MAKE CHECKS PAYABLE TO THE ILLI- 

NOIS STATE MEDICAL SOCIETY. 


County 
Sign the above pledge card, make out a check 
payable to the Illinois State Medical Society and 
mail both in an envelope addressed as follows: 


ILLINOIS STATE MEDICAL SOCIETY, 
c/o Cashier, Sheridan Trust and Savings Bank, 
4738 Broadway, Chicago, Ill. 

Below is a list of subscribers from Chicago 
and Cook County to the Lay Educational Fund 
as per letter recently sent physicians soliciting 
funds and cooperation. 


COOK COUNTY 


Geo, C, Amerson, Chicago 
E . Anderson, Chicago 
. Aste, Chicago 

. Barothy, icago 
. Baumgarth, jaenge 
Geo. E. Baxter, Chicag 
Leslie W. Beebe, O Oak "Park 
I. F. Beem, Chicago 
F. J. Berger, Chicago 
J. M. Berger, Chicago 
F. A. Berry, Ch ..° 
James G. erry, icago 
Frank Billings, Chicago 
Ed S. Blaine, Chicago 
M. L. Blatt, Chicago 
Warren Blim, Chicago Heights 
Leon Block, Chicago 
D. F. Brawley, Chicago 
Ne L. Brown, Chicago 
Bruning, Chicago 
- : Buehler, Chicago 
L. Calloway, Chicago 
"€ Collins, icago 
. Colwell, Chicago 


nar 


4 Degenhardt, Chicago 
os. B. DeLee, Chicago 
O. J. Dewitz, Culcege 
. A. —— Chica, 


SMmBam AR 


Pi S' 


Chicago 
-& Eh, Des Plaines 
Eberhart, Chicago 
O. “Ellison, Chicago 
a ngels, i 
. R. Ferguson, Chicago 


CHICAGO AND COOK COUNTY SUBSCRIBERS 


J. V. Fowler, Chicago 
Anders Frich, Chicago 
Geo, Galloway, ae 
Lester E. Garrison, icago 
I. C. Gary, Chee, 
Cc. O. Getty, 
John Phillip Gibbe"c Chicago 
J. J. Gill, Chicago 
Sol M. Goldberger, Chicago 
HV. Go —- TT 
Chicago 
* ae Chicago 
A. Gray, Chicago 
fiechert W. Gray, Chicago 
- ad Green, icago. 
.. L. Gregory, Chicago 
Cc Grotowski, Chicago 
G. J. Hagens, Chicago 
Cc. A. Haines, Chicago 
F. E. Haines, Chicago 
R, L. Halcombe, Chicago 
7. Se Hammond, Chicago 
vi R. Harger, Chicago 
M. L. Harris, Chicago 
T. Hart, Chicago 
Robert H. Hayes, Chicago 
Dr. Augustus A. Haerther, Chicago 
H. E. Hickman, Chicago 
Frank A. Hill, Chicago 
M. H. Hobart. Evanston 
Frank F. Hoffman, Chicago 
te E. Holland, Chicago 
i Hopkins, Chicago 
i Hubeny, Chicago 
x . Hutchison, Chicago 
. H. Hutton, Chicago 
E. Irish, Chica 
nest A. Irons, ae 


. Panne jr. (Chreago Medical Society Warren Johnso: 
ulletin 


icago 
Joslyn, Docet 
W. 7 in, Chicas. 
M. O. 
ow Kenting, ‘Chicago 


G. A. Kelso, icago 
Rob’t C. King, Chicago 


. H. Kleinpell, Chicago 


Geo, 
re D. Levisohn, icago 
Luckhardt, Chicago 
award Luehr, Chicago 
Paul T. Lyon, Chicago 
ws B. MacLeod, Chicago 
B. Magnuson, Chicago 
Maywitt, Chicago 
c ie McArthur, Cl Chicago 
Edwin —- Chicago 
M. McGowan i hicege 
Wm. D. McNally, icago 
Nels C. Meling, Chicago 
. B. Metcalf, Chicago 
. Metz, Chicago 
. Miller, Chicago 


. Mix, Chi 
. ag , 
. Morton, Ciccee 


. jMueller Chica 
Ochsner, Shicago 


Hare, Chicago 

en, Chicago 
Sdward tera, Chicago 
Fred A. Patton, Glencoe 


Herbert A. 
Wm. A. Pusey, Ch 
Emil Ries, Chi 
x M. Ritter, icago 

C. Rogers, Chicago 
[awrence Ryan, Chicago 
Alvah Sawyer, Chicago 
Chas. F. Schell, Chicago 
Chas. Schmidt, Chicago 
o. i. K aondt, icago 
Henry Schmitz, Chicago. 
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Cc. a Pobneider, Chicago 
Fred S.. Selby 

» Romesh, Chicago 

ot Sheets, Chicago 

Smith, Chicago 

Robert Sonnenschein, Chicago 
Wm. G. Stearns, Chicago 

G. Stromberg, Chicago 
Chas. K. Stulik, Chicago 


DOWN STATE SUBSCRIBERS TO THE LAY EDUCATION 


B. A. 4° nold, Freeport 
Frank P. Auld, Shelbyville 
. Batok Biggsville 
. B ur, Peoria 
. Barnes, Arcola 
. G, Barnhizer, Forrest 
. Bechlotel, Belleville 
. E. Buehler, Chicago 
. Beecher, Gilson 
. Bell, Mattoon 
C. Bennett, Famocign 
G. S. Betts, Can 
Binney, Granite City, Ill. 
>.’ Blim, Crete 
wan, H. Boone, Hopedale 
- Bottorf, Astoria 
. Boyd, E. St. Louis 
Boynton, Vermont 
Brennan, E. St. Louis 
. Brittin, Athens 
Brown, Bloomington 
. Brown, Hillsboro 
arry E, Brown, Tiskilwa 
. A. Bryan, Mattoon 
Bryant, West Point 
. F. Buckner, Watseka 
. M. ae! y= 


SH > mired 


. Col ee, on 
. ee “and E. all Canton 
{. I. Conn, pL 
Wm. Cooley, Peoria 
i: F. Cooper, Peoria 
4 F Coughlin, Aurora 
1. Craig, Char. ston 
W. L. Crawford, Rockford 
O. H. Crist, Danville 
De Kalb County Medical Society 
W. L. Crouch, Fairview 
S . Culbertson, East St. Louis 
. Curry, Decatur 
t Dailenbach, Champaign 
. Davis. Lewistown 


a Dice, Ridge ee 
Diller, Aurora 
. Dudley, Charleston 
. Edwards, Centralia 
. Emerson, Lomax 
. Eads, Oquawka 
. Everhart, Paru 
. Everhart, Melford 
nry Fowler, East Moline 
reeman, Mattoon 
. Furry, Monticello 
. Gray, 7 
» Geiger a Salle 
Harvard 
. George, Minonk 
;, Gregory, Urbana 
. Grinstead, Cairo 


esate parasts 


; 
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A. C. Tenney, Chicago 

A. C. Tenney, Chie ‘ 

F, R. Thometz 

Max Thorek, tnicane™” 

I. Harrison Tumpeer, Chicago 

. VanDerslice, Oak Park 

. R. Vanstone, a 

M. S. Wien, Chicago 

J. H. Walsh, Chicago 


{andy Hall, Mt. Vernon 
C. Hammitt, Hanna City 
: A. Marney, East St. Louis 
. O. Hawthorne, Monticello 
M. ee Decatur 
lienderso ‘ounty Medical Society 
i, G. Hirschle, Canton 
it G. Horstman, Murphysboro 
Geo. Hoffman, Chester 
C. H. Hoffman, Kewanee 
W. D. Hohmann, Kewanee 
J. M. Holmes, Monticello 
~ € Houser, Westfield 
Hoyt, Raritan 
t ‘F ‘Harter Stronghurst 


“Berton W. Hole, Springfield 


2 aoe. Galva 
Hubbard, Peoria 
- C,. Iknayan, Charleston 
. L. Irwin, Plymouth 
H H. Johnson, Casey 
T < Po mg Canton 
enkins, Carthage 
ohnson Clinic, Rocktord 
Solomon Jones, Danville 
A. F. Kaeser, Highland 
Kankakee City Medical Society 
O. H. Kocher, Elgin 
C. R. Kerr, Chenoa 
R. P. Kile, Rockford 
Tom Kirkwood, Lawrenceville 
me a Knapp, Peoria 
ight, Carthage 
tien ik, Sherrard 
Thos. H, Leonard, Springfield 
Herman Le Saulnier, Red Bud 


H. Maguire, St. 
Marion County Medical Society 
H. L. Marshall, Stronghurst 
S. E. Matzke, Warsaw 
). F. Maxon, oe 

. H. Mercer, Taylorville 

. V. McClanahan, Galesburg 

LE McCorvie, Peoria 

hicDonow h County Medical Society 
wt cIntosh, Mt. Carmel 
Pe, ticMilien New Berlin 

C. McMillan, Monmouth 
F. D. McNertney, El Paso 
a BS. McShane, Springfield 
Melugin, Thomson 

Glenn E. Mershon, Mt. Carroll 
ohn Miller, Warsaw 

. E. Miller, Quincy 

E. Miltenberger, Spring Valley 
E. B. Mont omery, Quincy 
Morris & Neece, Mattoon 
W. S. Morrison, Minonk 

. & W. H. Myers, Coal Valley 
’R. “Neal, Springfield 

Nelson, Springfield 

Nelson, Canton 


J; 
c. $. 
E. S. 
G. P. Noren, Kewanee 
E. E, Nystrom, Peoria 


September, 1yz5 


. J. Whalen, Chicago 

. C. Williams, Chicago 
T. J. Williams, Evanston 
. V. Wyland, Chicago 
. B. Yudelson, Chicago 
Adam Yuska, Chicago 
H. Zaczeck, Chicago 
L. H. Zeuch, Chicago 


‘AL CAMPAIGN FUND 


. A. Oren, Lewistown 
= 5 Otis, Moline 
. Otrich, Belleville 
Geo. Thos. Pal almer, Springfield 
Arthur Parsons, Geneseo 
et Patton and Blair, ir, Monmouth 
Pettepiece, Freepo 
Mathes Pfetfienberger, A Alton 
W. A. Potter, Eureka 
Theo. S. Proxmire, Lake Forest 
a C, Putnam, Canton 
; > Rawlings, pens 
Canton 
r Mf ep Sterling 
Henry Reis, Belleville 
J. J. Rendelman, Cairo 
D. C. Roach, Burlington 
R. T. Roadway, Roanoke 
W. R. Roberts, Cissna Park 
Rock Island County Medical Society 
Mary L. penne, Feet enapeat 
Mary A. Sagner, T 
a? amon County Medical Society 
. Scheve, Mascoutah 
Scholes, Canton 
W. s Scott, Dallas City 
Pr. G Schurmeier, Elgin 
>: E. Shallenberger, Canton 
M. Shaw, Adrian 
re laude F. Shronts, Momence 
W. N. Sievers, White Heath 
E. Grant Simpson, Naperville 
C. S. Skaggs, East St. Louis 
C. N. Step! ens, Goldstone 
C. D. Snively, ipava 
Karl Snyder, Freeport 
ow Huston Spyker, Decatur 
. O. Stanley, Decatur 
iH. Stoops, Ipava 
F. Stotts, Galesburg 
Marcia Swanber Quincy 
Swickard. leston 
4 Sword, Milledgeville 
Oo. Taylor, Table Grove 
Re Tharp, East St. Louis 
G, a" horn, Alton 
j. S$ Pho, Pinckneyville 
Chas. Peoria 
L. M. Thompso 
T.. H. Trainor, "Ma le Park 
Edward Aas O'Fallon 
Soon salo, Rockford 
uis 


L. j. Weir, 

Whiteside County Medical Society 
R. R. Whiteside, Moline 

F. W. Wilcox, Minonk 

E. C. Williams, Downs 

A. A. Wilson, Davis 

L. H. Wiman, LaMoille 
Winnebago County Medical Society 
C. E. Woodward, Decatur 

Cc. F. Woodward, Decatur 

Nelson A, Wright, Manito 

W. T. Ziegler, Canton 





DOCTORS WHO SERVED ON EXEMPTION 
AND APPEAL BOARDS IN THE 
WORLD WAR 


ATTENTION ILLINOIS Doctors 
After a year’s effort through military chan- 
nels, both in Springfield and Washington, the 
Committee on Medical History of the Illinois 
State Medical Society has succeeded in getting 
what purports to be a list of the physicians that 
served on the various exemption boards. 


Investigation shows many errors in the per- 
sonnel of the boards, and in order to have the 


data as accurate as possible for the forthcoming 


issue of the Medical History we are asking that 
every physician that served on the exemption 
boards, appeal boards, etc., during the late war, 
send their name, address and the number of the 
board on which they served to the Committee 
on Medical History, 25 E, Washington Street, 
Chicago, Illinois. 
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TO THE MEDICAL PROFESSION OF 
CHICAGO AND COOK COUNTY: 


Send in your data early on the blanks now 
being mailed to every doctor for the 40th 
Annual Edition of the Chicago Medical Blue 
Book which will be published in January, 1926. 

This is the 40th Anniversary of the Blue 
Book, and we urge every doctor in Cook County 
to give it his or her loyal support, to co-operate 
with us in our efforts to secure the data for the 
information contained in its pages. Its 40 years 
of service have proved its value to both the pro- 
fession and the public. 

It will take only a few minutes of your time 
to fill out the blank mailed you—only a few 
minutes but it will save many, many minutes 
for us. Multiply the time it would take us to 
obtain your data by that necessary for the same 
purpose for other busy doctors, who are tempted 
to lay the blank aside to await freedom from a 
thousand and one duties. The blank filled out 
and mailed will be off your mind and oh, such 
a help to us in compiling. 

There are hundreds who reply immediately 
(perhaps you are one of them; if you are, we 
thank you) and other hundreds who must be 


written once, twice, three times and then maybe 
called over the phone for information we cannot 
verify otherwise. 

Your immediate attention to the blank mailed 
you will aid us greatly in the big task we are 
soon to undertake in compiling the next edition. 


McDONOUGH & COMPANY, Publishers, 
416 S. Dearborn Street. 





CLUB WOMEN GETTING WISE TO THE 
MENACE OF THE WOMEN’S LOBBY 
AT WASHINGTON 


THe RESPONSIBILITY OF Brine Lep 


A FRIENDLY MESSAGE TO ORGANIZED WOMEN, BY 
ONE OF THEM 


Maraaret C. Roprnson 


Mrs. B. L. Robinson. ee Massachusetts Public Interests 
League, 
All thinking people realize that the respon- 


sibilities of leadership are great. Most of us, 
however, are not born to be leaders, and such re- 
sponsibilities do not fall in large measure upon 
the average woman. But equally great with lead- 
ership is the responsibility of being led. This is 
not so generally recognized, but it is a responsibil- 
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ity that rests upon everyone who follows the lead- 
ership of others, as we all do to a greater or lesser 
extent. It is our duty to make sure that those 
who aspire to lead us are worthy to be followed, 
and that they are leading us in the right direc- 
tion. 

Organizations of every kind urge their lead- 
ership upon us. Never in the world’s history has 
propaganda of all kinds been so rife. Every shade 
of opinion and every school of thought is organ- 
ized and asks our support, The American woman 
is a marvel to women of other lands in her ca- 
pacity for and enjoyment of organized activities. 
One result of this situation is that it is com- 
paratively easy for a few ambitious women, eager 
to push some political measure in which they are 
interested, to reach with their propaganda hun- 
dreds of thousands of other women quickly and 
with little expense, through the organizations 
which they control. 

A POWERFUL LOBBY WITHIN A LOBBYING CITY 

There is at Washington an organization known 
as the Women’s Joint Congressional Committee 
which has one of the most powerful lobbies in 
that lobby-infested city. It claims to represent 
12,000,000 American women, and, with this 
claim, undertakes to bring enormous pressure on 
Congress. The organizations which this commit- 
tee is said to represent are the American Asso- 
ciation of University Women; American Feder- 
ation of Teachers; American Home Economics 
Association; General Federation of Women’s 
Clubs; Girls’ Friendly Society of America; Na- 
tional Congress of Mothers and Parent-Teacher 
Association ; National Consumers’ League; Na- 
tional Council of Jewish Women; National Coun- 
cil of Women; National Educational Association ; 
National Federation of Business and Professional 
Women’s Clubs; National League of Women 
Voters ; National Women’s Christian Temperance 
Union; National Board of Young Women’s 
Christian Associations ; Service Star Legion. 

Many of these groups have interlocking direec- 
torates, and a number of them interlock with 
some of the most radical and subversive organ- 
izations in the country. Florence Kelley, said to 
be the most influential woman in this combine, 
stated at a hearing in Washington: “We are now 
organized with a thousand ramifications. We 
have more interlocking directorates than business 
has.” (Meatpacker hearing, “=y, 1921, p. 58.) 
Mrs. Kelley is a Socialist, ex-president of the 
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Intercollegiate Socialist League, a former lec- 
turer at the Rand School of Socialism, secretary 
of the National Consumers’ League, is a promi- 
nent member of that very radical organization, 
the Women’s International League for Peace and 
Freedom, and belongs to several other of the 
associations mentioned above. 


STATE MEASURES FAVORED BY COMMUNISTS 


The three most important measures which this 
Joint Congressional Committee has backed are 
the Maternity Bill, the Education Bill, and the 
so-called “Child Labor Amendment.” All three 
are measures for which a sentimental appeal can 
easily be made, of a kind warranted to have great 
effect. All three are measures which have the 
enthusiastic support of practically all Socialists 
and Communists in the country. 

The reply is made to this charge that the fact 
that Socialists and Communists favor a measure 
does not discredit it, and that they are praise- 
worthy for supporting such legislation. This 
view is held by those who do not know that one 
of the strictest tenets of Socialists and Commu- 
nists is that they shall strongly and consistent); 
oppose what they consider “reform” measures. 
What they demand is the destruction, not the 


improvement of our present system. To improve 
the present system is to preserve it—therefore 


they oppose improvement. They have a term 
of contempt for those who desire to improve ex- 
isting conditions—they call them “meliorists.” 

The official booklet, “Programs of the Young 
Communist International,” issued by the execu- 
tive committee of the Young Communist Inter- 
national, February 20, 1923, affirms: 

“The militant program of the Young Commv- 
nist International, however, cannot respect the 
exigencies of the capitalist economic system, ner 
be merely a means to eliminate the worst in- 
stances of the exploitation of the working-class 
youth. It must proclaim the complete 
transformation of the conditions of juvenile 
labor, and its socialistic reorganization.” 


ONE SHOULD ASK THE REASON WHY 


When, therefore, we find the Communist sup- 
porting a given measure, we have a right to ask 
whether they are doing so because it fits definitely 
snto their own program. For instance, when we 
jearn from the Daily Worker (Communist) of 
March 11, 1925, that the executive conmittee of 
the Workers’ party (Communist) has sent out 
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instructions to “all the party’s district organizers, 
foreign-language federation secretaries and the 
Communist and labor press to begin immediately 
intensive action to save the amendment” we van 
be certain that their primary object is not to 
“ameliorate” the evils of Child Labor but to 
work toward government control of the labor, 
esucation, and maintenance of youth, which is 
a vilal port of the Communist program. 

Cemmunists confidently count on the support 
of women’s organizations. On December 5, 1924, 
the Daily Worker (Communist) stated its “pro- 
gram” as follows: 

“State legislatures must be compelled to ratify 
immediately the Child Labor Amendment to the 
Constitution; Capitalism’s Congress and State 
legislatures must be compelled to pass laws pro- 
viding full government maintenance of all school 
children of workers and poor farmers, without 
which, the Workers’ party declares, a child labor 
law is useless.” 


GIVING A BILL A GOOD NAME 


On the same page it stated its “policy,” which 
includes “intensive agitation in women’s organ- 
izations.” 

There is an old adage “Give a dog a bad name, 
and hang him.” There should be a modern ver- 
sion, “Give a bill a good name and thousands will 
endorse it without investigation.” The Maternity 
Bill is a case in point. This bill received the in- 
dorsement of the Executive Board of the General 
Federation of Women’s Clubs. The first year it 
came before the Women’s Clubs of Massachusetts, 
the sentiment in its favor seemed practically 
unanimous. It did not go through that year, 
so the next season it came before them again. 

A popular club woman, ex-president of a large 
club, one of the women who does not choose to be 
led unless she knows where she is going, had 
taken the trouble to study this bill, and found 
much in it to disapprove. She therefore took 
every opportunity which offered to go before 
women’s clubs to oppose it. As a rule her pro- 
cedure was merely to read the bill to her au- 
diences. 

She said the faces of many of the women were 
a study. They would come to her afterward and 
say, “But surely that wasn’t the Maternity Bill 
which you had read to us; why, it didn’t even 
mention mothers and babies!” 

“Oh no,” she answered, “it doesn’t mention 
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mothers and babies ; it just tells how much of our 
tax money shall be taken from the Treasury, an: 
how many political jobs shall be created at 
Washington—but that is the Maternity Bill.” 

This experience was very salutary, and so 
many women, after informing themselves of the 
real nature of the bill, opposed it, that it was 
defeated in Massachusetts: These women had 
heen accepting leadership without investigation, 
and without realizing their own responsibility in 
the matter. 

During the summer of 1924, a woman greatly 
interested in good government spoke in a country 
church in New England on “Practical Patriot- 
ism.” In the course of her talk she stated her 
conviction that the so-called Child Labor Amend- 
ment was fraught with danger to childhood and 
to our country. Several members of the local 
Women’s Club were so amazed to hear her oppose 
this amendment that they invited her to speak 
to their club and explain her opposition more 
fully. In opening her talk at the club she said: 
“T understand that those of you who heard me 
speak at the church were very much surprised 
that I should oppose the Child Labor Amend- 
ment. I am going to ask all of you who have 
read this amendment to raise your hands.” 

Not a hand was raised! These good, conscien- 
tious women, supposing that of course a measure 
called “The Child Labor Amendment” must be a 
good thing, especially as it was indorsed by or- 
ganizations to which they look for leadership, had 
not taken the trouble to read it! 

So canny are clever propagandists in giving 
appealing names to their socialistic, bureaucratic 
measures, that it is a tolerably safe rule to be- 
ware of a bill or an amendment with a senti- 
mental name. A good bill doesn’t need a pretty 
name—it can stand on its own merits; a bad bill 
does need a good name, to impose upon the public 
—and it frequently gets it! 


THE TROUBLE OF BEING IGNORANT 


Women in general have shown themselves very 
easily influenced to support Federal bureaucratic 
measures if the appeal comes to them in a hu- 
manitarian guise. This fact gives special point 
to the remark of a noted Englishman who was 
asked to address a convention of a women’s polit- 
ical organization in Washington soon after the 
passage of the Nineteenth Amendment. So lit- 
tle accustomed are American women to plain 
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speaking by the opposite sex, that his audience 
was astounded when he said to them: “The 
trouble with you is that you are so ignorant. 
Unless you inform yourselves, you will be a 
menace to your country.” 

It is, I am convinced, because women have not 
informed themselves on vital questions of govern- 
ment but have followed blindly the path their 
radical leaders have chosen, that we see them 
today, as a well-known club woman has expressed 
it, “busily and gaily doing what they can to de- 
stroy their own and their fellow citizens’ consti- 
tutional freedom, doing all that they can, through 
the multiplying of bureaus and the strengthening 
of bureaucracy, to change our government into a 
democratic autocracy, to impose its will upon the 
States and the people.” In so doing, they are 
working to transform themselves and the rest of 
us from citizens into subjects. 

How shall we define bureaucracy? It is the 
substitution of government by political appointees 
fox government by elected representatives. It is, 
therefote, the enemy of self-government, which 
is the cornerstone of our Republic. George Wash- 
ington warned his countrymen that it is “the 
ordinary weapon by which free governments are 
destroyed.” 


THE MENACE OF THE COMMUNIST 


A very serious reason why every patriotic per- 
son, man or woman, should combat the trend to- 
ward bureaucracy and paternalism is that the re- 
sulting interference in the personal affairs of 
the people tends to encourage hatred of our 


government. This is a curse from which our 
country has happily been free, because until re- 
cently our government at Washington has inter- 
fered very little with the right of the people to 
govern themselves. The enemies of our country 
who desire to see our government overthrown en- 
courage every tendency toward centralization, 
because it will arouse the antagonism of the 
people. The Communist party of America, which 
is the open enemy of our government, is on rec- 
ord as saying: “The American Government... 
has grown into a mammoth monster of central- 
ization, similar to that of the old European gov- 
ernments. . . . A centralized government which 
interferes in the daily affairs of the working 
class, is the basic condition the funda- 
mental condition for the formation of a nation- 
wide political mass party—the birth of a (Com- 
munist) Labor party.” 





182 ILLINOIS MEDICAL JOURNAL 


How can any true American contemplate with- 
out dismay the substitution of a Socialist bureau- 
cracy in place of our great Republic? The change 
is, however, taking place before our eyes, and 
nothing can stop it but an awakening of the 
people to its dangers. 

A great modern statesman says of this destruc- 
tion of self-government in the United States: 
“The most distressing thing about it is that no 
one seems to care.” To me, the most distressing 
thing about it is the part women’s organizations 
are playing in hastening the destruction. 

A distinguished author who is also a promi- 
nent club woman, Mrs. George Madden Martin 
of Louisville, Kentucky, is so alive to the dangers 
of women’s unthinking acceptance of the leadez- 
ship which is working to replace self-government 
with bureaucracy that she has written an open 
letter to her State Federation in which she says: 
“We organized club women, with our eyes cen- 
tered through the eyes of our national leaders 
upon Washington and functioning there that this 
highly efficient lobby which we are helping to 
maintain have, in less than four years, gotten be- 
hind twelve nationals all twelve asking 
for Federal control as opposed to their control ; 
all twelve straight measures of centralization and 
power; and all out-out-out pleas for paternal- 
ism.” 

In an illuminating article on “American 
Woman and Representative Government” in the 
Atlantic Monthly for May, 1925, Mrs. Martin 
says: 

“Now it may be that the majority of us women 
here in the United States are really convinced 
that our powerful institutions as now existing 
are unfitted longer to carry on government as 
desired by the people. It may be that the ma- 
jority of us women are ready to abandon that 
‘dispensation of individual liberty which the Con- 
stitution of the United States offers them,’ 
though myself I do not believe it. 

“What we women cannot do, however, is make 
the Constitution a working agent of another, 
even if a desired system. To have the one, we 
must first abandon or destroy the other. 

“Tet us women be as frank here as we are about 
our lobbying and our group coercion. If the 
majority of us are agreed against our present 
system in government, let us say so and get about 
the next step, which is to declare as frankly what 
we do want. But at once to ratify a system 
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through a voluntary acceptance of citizenship 
under the system, and the while be boring froin 
within to destroy what we are ratifying—this 
would seem to be the part of the witless, the tool. 
or the enemy.” ' 


REASON WHY SOME UNITS UNITE 


A distinguished historian, Professor Wilbur (. 
Abbott, of Harvard University, in his remark- 
able book, “The New Barbarians,” says: 

“Apropos of the entrance of women into po- 
litical life, it has been urged that one reason for 
the demand for creation of so many new bureaus 
is that the dealers of this latest addition to our 
electorate, finding it impossible to secure as 
many positions as they require from the present 
holders of office, seek to create new ones which 
they may enjoy. This, if it is true, explains 
many things in our present situation.” It does, 
indeed—it explains, for instance, why the bu- 
reaus which they plan and work for are such as 
women obviously seem fitted to manage—the 
Women’s Bureau, the Children’s Bureau, an Edu- 
cation Bureau, et cetera. 

The radicals—the out-and-out proletarians— 
want bureaucracy because it tends to destroy our 
form of government. Political women want ii 
because it offers jobs for women in politics. The 
two forces are not yet openly allied, but, as Pro- 
fessor Abbott points out, their combination is 
inevitable and is rapidly approaching. The So- 
cialists, Communists, and the Women’s Joint 
Congressional Committee were a unit in working 
for the Twentieth Amendment. They were a 
unit in working for the Maternity Bill. They 
were a unit in working for the Education Bill. 
When the schools of our country, the youth of 
our country, and the care of matenity are all di- 
rected by bureaus at Washington, we shall have 
arrived at the condition concerning which our 
great historian, John Fiske, warned us in his 
“Critical Period of American History”: 

“If the day should ever arrive (which God for- 
bid) when the people of the different parts of our 
country should allow their local affairs to be ad- 
ministered from Washington—on that day the 
progressive political career of the American peo- 
ple will have come to an end, and the hopes that 
have been built upon it for the future happiness 
and prosperity of mankind will be wrecked for- 
ever.” 


Bureaucracy is, besides, the most expensive 
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form of government. Under it taxes can be and 
are raised indefinitely and this, too, will tend to 
increase ill-will and hatred toward our govern- 
ment. 

A bureau, once formed, seems to be immortal. 
Its principal aim is to perpetuate itself. As 
President Coolidge has pertinently said: “It is 
a difficult task to separate people from the Fed- 
eral service.” <A less dignified commentator says: 
“It is easier for 10 camels, 25 elephants, and 16 
giraffes, all marching abreast, to pass through the 
eye of a needle than for a Federal officeholder to 
give up his job.” Should not American women, 
then, be a little less ready to follow their leaders 
in indorsing measures which would enormously 
and permanently increase the size, cost, and 
menace of bureaucracy ? 

“T have said to various members of the League 
of Women Voters: “Do you really want to 
change our American form of government into a 
bureaucracy, after the object lessons which Ger- 
many and Russia have given us of the evils of 
that form of government?” Some of them do 
not know enough of government to understand 
what I mean, but others have said indignantly: 
“Of course not. I don’t believe in these bureau- 
cratic measures.” “Then,” I say, “do you think 
it is honest to allow your leaders to count you as 
indorsing them, and to hold you as a threat be- 
fore Congressmen as one of the 12,000,000 whom 
they represent?” I have never yet found one 
who had an answer to this question. 

For our own self-respect, we women should re- 
joice in every evidence that not all organized 
women can be led like sheep, but that some do 
their own thinking. 

During the campaign in Massachusetts for and 
against the Child Labor Amendment, a debate 
was held at the Y. W. C. R. rooms in one of the 
large cities. Before an audience of more than 
150 women, speakers stated the arguments for 
and against the amendment. At the close of the 
debate the presiding officer, herself an advocate 
of the amendment, said: “Now we will take a 
vote on the question. All those in favor please 
raise their hands.” To her great amazement, 
evidently, only a dozen hands were raised. With- 
out concealing her annoyance she said sharply: 
“Vote! Vote! Why don’t you vote?” Thus urged 
a few more hands were slowly raised, but not 
enough to please her. “Well, then,” she said, 
“T’ll vote!” Raising her hand high, she kept it 
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up while still urging her hearers to “vote.” At 
last, when the situation was rapidly becoming 
ludicrous, she counted the raised hands, which 
numbered 23. Then she called for the negative 
votes, and when she saw their overwhelming ma- 
jority, said crossly: “It’s no use counting them.” 
It probably took some courage for these women to 
vote against the indorsement of their association, 
and against the attempted coercion of their presi- 
dent, but they stood by their convictions and 
did it. 

As women begin to understand more clearly the 
real nature of the legislation which the women’s 
lobby at Washington is demanding, many of them 
are rebelling against such leadership. There has 
been a veritable “Declaration of Independence” 
on the part of certain club women of New Hamp- 
shire, which is truly refreshing. In New Hamp- 
shire, as in other States, women have been di- 
vided into two camps over the Child Labor 
Amendment. The legislative chairman of the 
New Hampshire Federation of Clubs happens to 
be a member of the New Hampshire legislature. 
and also a bitter partisan for the amendment. 
The impression was given, either intentionally 
or unintentionally, that she represented the State 
Federation in advocating the measure, and she 
constantly gave out to the press extraordinary 
propaganda. One of her statements was that 
89,000 children were working in the cotton mills 
in Georgia. Statistics show that the Georgia 
mills employed only 45,000 workers, including 
men, women, and children! Her statements, 
many of them easily disproved, reacted to the dis- 
credit of the State Federation and protests were 
voiced by club members. 

The Citizens’ Committee which opposed the 
amendment in New Hampshire included in its 
membership some well-known club women who 
refused to allow the public to be misled as to their 
view or the subject. They issued two leaflets in 
protest. The first said: “The Women’s Commit- 
tee is bringing pressure to bear on State legis- 
latures and the general public for ratification. 
They claim a backing of twelve million women. 
Whence comes the authority for this claim? We 
women at home know that little if any effort has 
ever been made to ascertain our convictions on 
the subject. But we women, the rank and file 
of the membership, alone hold the authority for 
such backing. We have not given it. In New 
Hampshire we cannot find that any State organ- 
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ization has taken action in favor of the amend- 
ment. In view of these facts, the claims of the 
Women’s Committee are absurd if not actually 
dishonest.” 

The second leaflet takes up the local issue in 
vigorous fashion. It says: 

“Has the Legislative Committee of the New 
Hampshire Federation of Women’s Clubs author- 
ity to state that 12,000 club women of New 
Hampshire endorse ratification of the 20th 
Amendment ? 

“No iad 


“The question of ratification has never been 
presented at a Federation meeting. Neither ha: 
there been any general referendum on the ques- 
tion among the 12,000 club women. 

“The only official indorsement of the 20th 
Amendment, in the name of the Federation, has 
been by a vote of the Executive Board, at a 
meeting in November, 1924. The Executive 
Board consists of 28 members (5 members con- 
stituting a quorum). This vote of indorsement 
was in nature of a recommendation only; it had 
no authority to commit the 12,000 club women 
of the State to this legislative measure. The 
method of obtaining such authority for influence 
with the Legislature is fully provided for. 

“At the annual meeting of the Federation in 
Milford, May, 1923, the duly elected delegates 
of the federated clubs voted as follows: ‘That 
all legislation pertaining to those matters which 
have engaged the attention of the New Hamp- 
shire State Federation be presented. at the Presi- 
dents’ Conference to be held early in January 
the year of the biennial session of the Legis- 
lature. 

“ “Endorsement of any measure at this meet- 
ing shall direct the future action of the Legis- 
lative Committee of the New Hampshire State 
Federation.’ 


(Secretary’s Record) 

“In an editorial in the December Federation 
Bulletin, each club president was reminded of 
this ruling and requested to conduct a full dis- 
cussion of legislative measures (including the 
Amendment). 

“<A vote of endorsement of the club will in- 
struct the officials who attend the Presidents’ 
Conference to vote for them (i. e, legislative 
measures) as Federation measures.’ 

(Federation Bulletin, December, 1924, p. 6.) 
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“On January 28, 1925, the Presidents’ Con- 
ference was held in Concord. 


“THE EXPECTED VOTE WAS NOT TAKEN 


“There was, however, evidence of decided 
opposition to the Amendment on the part of 
club presidents in attendance. 

“According to the Federation ruling above 
quoted an endorsement at the Presidents’ Con- 
ference directs the action of the Legislative 
Committee; in the absence of such endorsement, 
the Legislative Committee has no authority 
under the Constitution of the Federation, to 
pledge 12,000 members in favor of any legisla- 
tion, even with the approval of the Executive 
Board. 

“This statement is made in the interests of 
fair play to the members of the Legislature, and 
of fair play to the 12,000 club women of New 
Hampshire, who are entitled, through instructed 
representatives, to express their majority opin- 
ion, and thus to govern the activities of the 
Legislative Committee of the New Hampshire 
Federation of Women’s Clubs.” 

These women realize the responsibility of 
being led; they refuse to be led in what they 
believe to be the wrong direction, and, what 
makes them a real power, they hold those who 
assume to speak for them strictly to account for 
their leadership. 

It is to the growth of this spirit among or- 
ganized women that we must look for a check 
on the attempt by their radical leaders to under- 
mine the principles on which our great Republic 
is founded.—Dearborn Independent. 





NO CONSTITUTIONAL POWER “TO STAND- 
ARDIZE CHILDREN” 


“THE CHILD IS NOT THE MERE CREA- 
TURE OF THE STATE”—U. S. SUPREME 
COURT 


The Supreme Court of the United States, June 1, 
in the Oregon School Cases (Nos. 583 and 584, Oc- 
tober Term, 1924) declares: 

“The fundamental liberty upon which all govern- 
ments in this Union repose excludes any general 
power of the State to standardize its children.” . . 
(Italics ours.) 

Thus the “utmost possible uniformity” in child 
welfare legislation, sought by the salaried bureau- 
crats and the social workers, and approved by Presi- 
dent Coolidge because he notes “important public 
men and women” advocating it has not only been 
overwhelmingly rejected by three-fourths of the 
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American people in their defeat of the miscalled 
Child Labor Amendment, but their effort “to stand- 
ardise children” is declared by the Supreme Court 
to be in conflict with “the fundamental liberty upon 
which all governments in this Union repose.” 

It appears that “important public men and 
women” have been greatly misled, and that the com- 
mon people, following their common sense and nat- 
ural instincts in refusing to transfer guardianship of 
their children up to 18 to a central bureau at Wash- 
ington, have kept closer to the Bill of Rights than 
many of the “important public men and women.” 

The decisive section of the Supreme Court opinion 
in the Oregon School Cases (from the official text) 
follows: 

No question is raised concerning the power of the 
State reasonably to regulate all schools, to inspect, 
supervise and examine them, their teachers and pu- 
pils; to require that all children of proper age attend 
some school, that teachers shall be of good moral 
character and patriotic disposition, that certain stud- 
ies plainly essential to good citizenship must be 
taught, and that nothing be taught which is mani- 
festly inimical to the public welfare. 

The inevitable practical result of enforcing the 
Act under consideration would be destruction of 
appellees’ primary schools, and perhaps all other 
private primary schools for normal children within 
the State of Oregon. Appellees are engaged in a 
kind of undertaking not inherently harmful, but long 
regarded as useful and meritorious. Certainly there 
is nothing in the present records to indicate that 
they have failed to discharge their obligations to 
patrons, students or the State. And there are no 
peculiar circumstances of present emergencies which 
demand extraordinary measures relative to primary 
education. 

Under the doctrine of Meyer v. Nebraska, 262 U. 
S. 390, we think it entirely plain that the Act of 1922 
unreasonably interferes with the liberty of parents 
and guardians to direct the upbringing and educa- 
tion of children under their control. As often here- 
tofore pointed out, rights guaranteed by the Consti- 
tution may not be abridged by legislation which 
has no reasonable relation to some purpose within 
the competency of the State. The fundamental the- 
ory of liberty upon which all governments in this 
Union repose excludes any general power of the 
State to standardize its children by forcing them to 
accept instruction from public teachers only. The 
child is not the mere creature of the State; those 
who nurture him and direct his destiny have the 
right, coupled with the high duty, to recognize and 
prepare him for additional obligations —The Woman 
Patriot. 





DRUGGIST WINS DOPE CASE 


Unrren States Court or Appeats Upnoips RIGHT To 
Fit, Prescriptions 


ST. LOUIS, Aug. 7.—Licensed druggists have au- 
thority under the Harrison law to fill as many prescip- 
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tions for narcotics as are issued by registered physicians, 
the United States Circuit Court of Appeals held here in 
reversing a five-year sentence of Charles Eckert, drug- 
gist. Eckert was convicted in December, 1923, of sell- 
ing narcotics to addicts. 

The opinion upheld the defense of Eckert, who con- 
tended he merely followed the law in filling prescrip- 
tions brought by patients of a physician. 





COMMUNISM CAUSING INCREASE OF 
WOMEN SUICIDES IN RUSSIA 


By Dr. Freperic FuNDER 


(Vienna Correspondent, N. C. W. C. News Service) 

VIENNA, July 27.—Evidence that the Communist 
rulers of Russia have attained a degree of success in 
their campaign to break down family ties is seen in 
recent statistics showing an enormous increase in the 
number and proportion of women suicides in that 
country and still more significant fact that more than 
twenty-five per cent of such suicides were housewives. 
The statistics are published in the “Pravda,” leading 
Russian Communist organ. Having been robbed of 
their Christian faith and being compelled to live under 
domestic conditions containing no guarantees of peace 
and orderliness, thousands of women have chosen the 
alternative of self-destruction. 

Statistics of suicides under the Czars showed that 
one woman died by her own hands to every four men. 
Today the ratio is two women to every three men. 
The number of suicides reported from Russia is more 
than fifty per cent greater than from Prussia—a coun- 
try in which the number of such cases is notoriously 
large. 

A recent analysis of the occupations of women who 
committed suicide in Russia gave the following results: 
Of every hundred female suicides six were prostitutes, 
seven were domestic servants, twelve were school girls, 
fourteen were employed, nineteen were students or 
professional women, and twenty-eight were housewives. 





WHAT IS PASTEURIZATION? 


The last edition of Webster’s New International 
Dictionary defines pasteurization as “a process de- 
vised by Pasteur for preventing or checking fermen- 
tation in fluids, such as wines, milk, etc., by exposure 
to a temperature of 55°-70° C. (131°-158° F.). While 
this treatment does not destroy spores, it avoids the 
injurious effects that might accompany complete 
sterilization.” The Standard Dictionary gives a 
similar definition limiting the temperature range to 
144°-149° F. Federal, state and municipal laws and 
regulations give other definitions which specify not 
only the temperature of the heat treatment but also 
the minimum, and in some cases the maximum, pe- 
riod of time that the treatment shall be applied to 
milk that is to be sold as pasteurized milk. 

The process originally devised by Pasteur to 
check fermentation in wine and beer is now chiefly 


used, in the United States at least, to destroy patho- 
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genic microérganisms in milk without affecting its 
taste or seriously injuring its original food value. 
For this purpose it would seem to be possible to 
define pasteurization within rather narrow limits. 
The tubercle bacillus may be called the determining 
organism since the other pathogenic microorgan- 
isms apt to be found in milk are destroyed more 
easily by heat than is this bacillus. Different inves- 
tigators have found the tubercle bacillus to be killed 
at different temperatures in the same period of time, 
and in different periods of time at the same tem- 
perature. Such conflict of laboratory testimony has 
made it difficult to set adequate standards for com- 
mercial pasteurization. 

In 1910 and succeeding years the New York 
Milk Committee, a group working to improve the 
milk supply to reduce infant mortality in New York 
City, found the need for an authoritative standard 
for pasteurization. Its appointed body of experts, 
the National Commission on Milk Standards, after 
a thorough study and investigation unanimously 
recommended a temperature of 145° F. for 30 min- 
utes. This standard was endorsed by many authori- 
ties, widely accepted by sanitarians, and made a 
part of many official regulations. There have been 
continued attacks upon this standard inspired by 
both science and commerce, a few attempts to raise 
it and many, especially vigorous, to lower it. 

If the only effect of heating milk were to destroy 
the bacteria in it, pasteurization would probably not 
be a subject of controversy. However, heat treat- 
ment affects the apparent cream volume, increasing 
or decreasing this apparent volume above or below 
that of untreated milk according to the heat treat- 
ment given. The consumer with no other obvious 
criterion judges the quality of milk largely by the 
depth of the visible stratum of butter fat.. He will 
usually regard milk with little apparent cream as 
less desirable than milk which shows a greater layer 
of cream but which as a matter of fact may contain 
less butter fat. Until the public has learned to ac- 
cept a more reasonable and surer standard of milk 
quality than the visible fat content the dealer natu- 
rally wants the cream content to appear as large as 
possible. While the sanitarian is also concerned 
with the apparent cream volume, his first consid- 
eration is that milk given commercial heat treatment 
be rendered non-infectious, that is, pasteurized in 
the public health sense. 

The standards of the New York Milk Commis- 
sion in the opinion of health authorities were ade- 
quate for public health protection. With the 
development of milk supervision and the improve- 
ment of pasteurizing machinery susceptible of more 
delicate and certain control it seemed right to ex- 
amine the matter anew. An opportunity to do this 
was created by the Borden’s Farm Products Com- 
pany in 1921. This concern made available funds, 
personnel and facilities for a study under the direc- 
tion of Dr. Charles E. North, who invited others to 
cooperate with him. The report of this study has 
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now been published by the U. S. Public Health 
Service and is reviewed in this issue. 

At the Detroit meeting of the American Public 
Health Association last year the Association en- 
dorsed in a formal resolution the pasteurization of 
milk as “the most practicable and rapidly carried 
out measure for the safeguarding of the milk sup- 
ply.” The resolution did not prescribe any standard 
for pasteurization, leaving this phase of the matter 
for the consideration of the Committee on Milk 
Supply of the Sanitary Engineering Section. This 
committee deferred its recommendation of standards 
for safe pasteurization until the completion of the 
experiments carried on by Dr. North and his asso- 
ciates. Whether or not the Committee on Milk 
Supply or the American Public Health Association 
will endorse the recommendations of this group re- 
mains to be seen. The matter will doubtless be con- 
sidered at the St. Louis Meeting this fall. Mean- 
time, public health officials are advised to await the 
report of the Committee on Milk Supply before 
rewriting their milk regulations—Am. Journal of 
Public Health. 





THE ORIGIN OF SYPHILIS 

Charles Greene Cumston, M.D., of Geneva, Switz- 
erland, in Medical Journal and Record says: Since 
the death of Iwan Bloch, the protagonist of the 
American origin of syphilis following the teachings 
of Professor Rollet, of Lyons, and his collaborators, 
Professor Sudhoff has attempted to accumulate 
proofs and arguments in favor of the precolumbian 
presence of the disease in Europe. Now Professor 
Gumpert comes to the front and taking up separately 
in succession the twenty-two propositions put for- 
ward by Sudhoff to assert his point of view, he 
shows beyond question that every one of them can 
be contradicted and this he proceeds to do. We 
have always regarded the precolumbian doctrine of 
Sudhoff as the weakest production of this learned 
historian of medicine. 

Within the last few months Professor Barduzzi, 
of Sienna, has emitted the opinion that syphilis in 
Italy dates only from the epidemic of 1493. He 
maintains that the Spanish contracted the disease in 
America and brought it back with them to Europe. 
As proof of his assertions, Barduzzi puts forward 
the following documents: 1. Oviedo affirms that in 
1493 he saw at Barcelona the companions of Colum- 
bus who had followed him on his three voyages to 
America and that he was able to verify the Ameri- 
can origin of the new affection, which was horrible, 
contagious and lethal. With the exception of the 
Spanish this disease up to that time had not attacked 
any European. The soldiers composing the army of 
Gonzalve of Cordova transported the disease to 
Naples, where it was transmitted by women to the 
Italians and French of the army of King Charles 
VIII. 2. Another witness whose testimony has. 
weight is Rodrigo Diaz, who states that the epidemic 
appeared in Barcelona the year that the companions 
of Columbus returned from their first voyage. 3. 
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The testimony of numerous Italian writers of the 
sixteenth century, among them Benedetti, Cunano, 
Gibini, Leoniceno, Montagnana, Torelli, Benivieni, 
Vigo, Mattioli, Fracastoro, Brassavola, Fallopio, not 
to mention others, who all proclaim the modern 
origin of the disease. Hence, it is, according to 
Barduzzi, impossible to deny the evident relation- 
ship existing between the appearance of syphilis in 
Europe, and especially in Italy, in 1493, and the re- 
turn of the Portuguese boats of Columbus. Con- 
trary to Sudhoff’s and Sigerist’s conclusions—both 
being believers in the ancient origin of syphilis in 
Europe—Barduzzi maintains that this opinion is not 
built upon a solid basis and offers no really serious 
proof that the disease existed either in antiquity or 
the medieval epoch before 1493. 

Of great historical interest is the recent work of 
K. Dohi, of Tokio, who has studied the historical 
aspects of syphilis in Europe and in the Orient— 
India, China and Japan—as well as the ancient medi- 
cal literature of these countries. Leaving aside 
Dohi’s remarks on the origin of European syphilis 
which are based on Procksch’s and Bloch’s writings 
—the earlier important writings of Professor Rollet, 
of Lyons, being probably unknown to Dohi since he 
does not refer to them—we would briefly consider 
what the Japanese writer has to say in respect of 
the discoveries and opinions emitted on the socalled 
syphilitic changes observed in skeletons belonging to 
the stone age. He refers to Adachi’s discoveries of 
Japanese skulls and tibias belonging to this period, 
but with Minami and others, it must be admitted 


that these skeletal specimens are not convincing. 
Dohi carefully studies the ancient Chinese physi- 

cians of the precolumbian period and refers to some 

more or less singular texts relating to leprosy, geni- 


tal ulcers—perhaps ulcus molle, etc. Ancient Jap- 
anese medical literature is not more explicit and a 
manuscript studied by Scheub and Kayama—upon 
which much hope was founded—has proved not to 
be authentic. The same applies to India. In this 
country the word for syphilis is phisango, and this 
does not occur in any text prior to 1495. Here again, 
all proof is lacking that syphilis existed in the Orient 
before the return of the crews of Columbus from 
America to Spain. 

There would seem to be some evidence that syph- 
ilis developed in India after 1498, with the crews of 
Vasco de Gama’s fleet. In China it was just de- 
scribed by physicians about 1520. The disease prob- 
ably was introduced via Canton before the arrival of 
the Portuguese in China, probably by that inter- 
mediary of Chinese coming from India or the Ma- 
laysia islands. Syphilis appears to have invaded 
Japan before 1543, by the intermediary of Japanese 
pirates who ravaged Malaysia seas and coasts of 
China, or by the inhabitants of the Lioukiou archi- 
pelago. But syphilis developed in Japan before the 
Portuguese came there. 

Dohi also gives a good summary of the writings 
of the Chinese and Japanese physicians of the six- 
teenth century and shows that they were familiar 
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with hereditary syphilis, not to mention the ordinary 
manifestations of the disease. The Japanese physi- 
cians belonging to the Chinese school, as well as 
those belonging to other schools, have left us many 
descriptions of syphilis, in many respects quite as 
exact as those given by European physicians of the 
epoch, 





ANTIQUITY OF SYPHILIS 


It is generally stated that syphilis was imported 
in 1495 or 1496 by the sailors of Christopher Colum- 
bus on their return from Spain. Certain authors, 
however, within the last twenty years have opposed, 
with the aid of authoritative arguments, this opinion 
of the American origin of syphilis, which did not 
appear until a generation later, about 1535, and 
which they consider based upon faulty testimony, 
for commercial motives. In a communication that 
he made to the Congress of Medicine at London in 
1913, Sudhoff declared himself to be a firm believer 
in the antiquity of the disease. La France Médicale 
has summarized as follows this learned communi- 
cation: 

In recent times, and also toward the close of the 
Middle Ages, prehistoric bone fragments were dis- 
covered apparently showing syphilitic lesions. But 
all the while certain experienced scientists, such as 
Lannelongue and Gangolphe, were not altogether 
convinced. Moreover, it is strange that only those 
bones found in the American tombs of the seven- 
teenth and eighteenth centuries presented syphilitic 
lesions. This leads us to believe that it may have 
been the Europeans who carried syphilis to America. 
The troops of Charles VIII, perfectly disciplined, 
never gave themselves to any excesses and it is 
probable that the epidemic with which they were 
smitten was an epidemic of typhus. In all the so- 
called syphilized regions one recognizes the long 
existence of the disease; the popular speech, the 
municipal edicts, the therapeutic measures prove it. 
It was the malady of mauvais boutons treated as to- 
day by rubbing with mercurial ointment. It was 
already established in the works of the alchemists 
of the twelfth century that mercurial ointment was 
the treatment, and the manner of applying it, its 
therapeutic action and its special results such as 
salivation are described. The use of the mercurial 
rubbing enables us to distinguish leprosy from 
eczema and from syphilis, a constitutional disease. 
The Italian physicians of the twelfth and thirteenth 
centuries had begun to take up the problem, and 
in the thirteenth and fourteenth had communicated 
the results of their labors to their colleagues: in the 
south of France. The alchemical medicine of Ar- 
naud de Villeneuve bears witness to this. 

It was known even in the fourteenth century that 
the sexual act was the usual avenue to syphilis, the 
gros mal of the courtesans of the south of France. 
The Italians, rendered furious by the invasion of 
Charles VIII, translated gros mal as mal. franzoso, 
as an expression of their anger. The expression 
spread like wildfire. In Germany the disease came 
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to be known as Franzosenkrankheit, French disease, 
and in certain cities free treatment was given suf- 
ferers in places known as maisons frangaises by the 
people. This expression of mal frangais constitutes, 
according to Professor Sudhoff, a title of glory for 
the science of medicine in the south of France, 
which tore the veil away from the face of this in- 
sidious disease and taught the earliest prophylaxis 
and cure.—Translated from Zsculape. 





THE EARLIEST MEDICAL JOURNALS 


Dr. Leartus Connor states (J. A. M. A., June 14, 
1884) that the first medical journal was a Paris pub- 
lication edited by Nicholas de Blegny.* It appeared 
in 1679. The first medical journal published in this 
country was apparently a translation of the Journal 
de Médicine. Militaire issued in~ Paris from 1782-88. 
It appeared in New York City in 1790. The first 
really American medical journal was a quarterly, 
The Medical Repository, published in New York 
from 1797-1824. The second American journal, the 
Philadelphia Medical Museum, was born in 1804 and 
lived only seven years. The Baltimore Medical and 
Physical Recorder was the third American journal, 
issued from 1808-09. Boston's first medical journal 
was the New England Journal of Medicine and Sur- 
gery, 1812-27. This quarterly was consolidated in 
1828 with the Boston Medical Intelligencer to form 
the Boston Medical and Surgical Journal, still being 
published. 





Correspondence 


PROTEST ON THE RULING OF NAR- 
COTIC DIVISION OF THE INTERNAL 


REVENUE 
August 13, 1925. 
To the Editor: The inclosed resolutions 


were adopted by the House of Delegates of the 
Illinois State Medical Society at the annual 
meeting in Quincy. According to the instruc- 
tions of the House of Delegates, copies of these 
resolutions have been sent to the President of 
the United States, the Secretary of the Treas- 
ury, Committee on Finance of the United States 
Senate, Committee on Ways and Means of the 
House of Representatives at Washington, the 
Senators and Representatives in Congress from 
Tilinois. 

It is desired that every County Medical 
Society in Illinois take some official action in 
regard to these resolutions and aid in whatever 
way possible in seeing that these conditions be 
remedied at an early date. It is especially desir- 
able that in those counties where the Senator 
or Representative resides he be interviewed by 
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a Committee from the Society so that he may 
know the attitude of the profession in general 
toward a reduction in the Narcotic Tax and the 
proposed deductions from the Income Tax of 
physicians for the money spent in post-graduate 
work and attending medical conventions. 

The increase in the tax under the Harrison 
Narcotic act was a war time measure and we 
were informed that the increase was made to 
help provide money necessary to meet the ex- 
penses of the War. We are informed at the 
present time the President is especially anxious 
to reduce taxes on account of the surplus of 
the federal treasury. 

In regard to the taxation of physicians travel- 
ing expenses we are informed that the Revenue 
Acts of 1921 and 1924 impose no specific tax 
on the traveling expense of the physician. They 
do especially provide that traveling expenses in- 
curred in pursuit of a trade or business may 
be deducted before the income tax is computed 
and are therefore tax exempt. The Commis- 
sioner of Internal Revenue Rules however that 
traveling expense incurred in attending meetings 
of medical organizations may not be so deducted. 

In order that a clear understanding of the 
matters contained in these resolutions may be 
understood, I would suggest that County Secre- 
taries write to Doctor William C. Woodward, 
Secretary of the Bureau of Legal Medicine and 
Legislation of the American Medical Associa- 
tion, 535 North Dearborn Street, Chicago, for 
a reprint on the “Physician’s Claims Under the 
Federal Tax Reduction Plan,” which is just off 
the press. 

Each State Society is doing a similar work at 
this time so that protests against these taxes 
can be made simultaneously from all parts of the 
country. It is hoped that every county medical 
society in Illinois will do its part in this pro- 
gram. 

Yours very truly, 
HAROLD M. CAMP, 
Secretary Illinois State Medical Society. 

The following resolutions were passed by The 
Illinois State Medical Society, May, 1925: 

Wuereas, The Federal Government originally taxed 
the physicians under the Harrison Narcotic Law for 
the sole purpose of acquiring a jurisdiction not other- 
wise obtainable over the prescribing, administering. 


and dispensing of narcotics within the several states, 
which jurisdiction was deemed necessary to enable the 
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Government to carry out certain international obliga- 
tions it had assumed; 

Wuenreas, For revenue purposes alone, the tax then 
imposed, $1.00 a year, was increased to $3.00 a year 
by the Revenue Act of 1918, by which Act new taxes 
were established and other existing taxes generally 
were increased as a part of a consistent plan for rais- 
ing money for the expenses of the World War; 

Weereas, The expenses of the World War have 
now been so cared for that tax reduction has been 
and still is necessary to the carrying out of a sound 
financial policy, and the taxes generally that were es- 
tablished increased by the Revenue Act of 1918 to 
meet such expenses were abolished or reduced by the 
Revenue Act of 1924; and 

Wuereas, The war tax imposed on the medical 
profession by the Revenue Act of 1918, through an 
amendment to the Harrison Narcotic Law, has not 
been abolished, and no explanation has been offered, 
and none found, for the continuation of such a tax; 
be it Resolved, That the Illinois State Medical Society 
protest against the continuance of this war tax as 
an unwarrantable and unjust discrimination against 
the physicians of the State of Illinois and of the 
United States and urges its discontinuance; be it fur- 
ther Resolved, That the Illinois State Medical Society 
protest against the imposition of any tax under the 
Harrison Narcotic Law in excess of what is necessary 
for purely jurisdictional purposes, not exceeding $1.00 
a year; be it further Resolved, That copies of this 
resolution be sent to the President of the United States, 
the Secretary of the Treasury, the Committee on 
Finance of the United States Senate, to the Com- 
mittee on Ways and Means of the United States 
House of Representatives and to every senator and 
representative of the State of Illinois in Congress; 
and be it further Resolved, That the proper officers 
of the American Medical Association and of the IIli- 
nois State Medical Society and every constituent county 
medical society of the Illinois State Medical Society 
be requested to take whatever measures may be 
necessary to effect purposes of this resolution. 

Wuereas, The Commissioner of Internal Revenue 
construes the Revenue Act of 1924 as denying to 
physicians the right to deduct in the computation of 
their federal income taxes traveling expenses incurred 
im attending meetings of medical organizations and the 
expenses of post-graduate study; 

Wuenreas, The essential knowledge and skill of the 
physician cannot be acquired solely from books and 
periodicals, and the experience of the profession has 
shown that attendance at medical meetings and post- 
graduate study are necessary and ordinary parts of 
the physician’s professional activities without which 
he cannot keep his knowledge and skill abreast of the 
times and. bring into his community the knowledge 
and skill current elsewhere; 

Wuereas, Any failure on the part of the physician 
to keep abreast of the times is a detriment not so 
much to himself as to the community that he serves; 


and 
Wuereas, Manufacturers and merchants are allowed 
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to deduct as expenses of their businesses traveling 
and other expenses incurred in keeping their plants 
and equipments up to date; be it Resolved, That it 
is the opinion of the Illinois State Medical Society 
that the Revenue Act of 1924, as interpreted by the 
Commissioner of Internal Revenue, is, in so far as it 
results in the taxing of physicians on maintaining 
their knowledge and skill, contrary to public policy; 
be it further Resolved, That to tax physicians on the 
cost of keeping their knowledge and skill up to date, 
while not taxing manufacturers and merchants on the 
cost of keeping their equipments and stocks up to 
date, is an unwarrantable and unjust discrimination 
against the medical profession; be it further Resolved, 
That in the opinion of the Illinois State Medical 
Society the Revenue Act of 1924 should be amended 
so as to encourage, rather than to discourage, the 
efforts of the medical profession to fit itself to render 
the utmost possible good to the community and so 
as to do away with the present unwarrantable and 
unjust discrimination against the profession in the 
matter of taxation; be it further Resolved, That 
copies of this resolution be sent to the President of 
the United States, the Secretary of the Treasury, the 
Committee on Finance of the United States Senate, 
the Committee on Ways and Means of the United 
States House of Representatives, and every senator 
and representative of the State of Illinois in Congress; 
and be it further Resolved, That the proper officers of 
the American Medical Association and of the Illinois 
State Medical Society and every constituent county 
medical society of the Illinois State Medical Society 
be requested to take whatever measures may be neces- 
sary to effect the purposes of this resolution. 





TUBERCULIN STANDARDIZED BY NEW 
METHOD 

The Chicago Tuberculosis Institute takes pleasure 
in announcing the discovery of a new way of stand- 
ardizing tuberculin. This was reported at the recent 
meeting of the National Tuberculosis Association in 
Minneapolis as the work of Dr. Esmond R. Long of 
the Department of Pathology, University of Chicago. 

Tuberculin is used in discovering tuberculosis in 
cattle and in treating the disease in man. No chemical 
method of measuring units of tuberculin is at present 
possible, says Dr. Long, although promising work in 
this direction is under way. But he has found that 
it can be gauged by its effect on certain cells of 
laboratory animals, such as guinea pigs. The results 
are to be observed under the microscope. 

The discovery will be of great service in connection 
with both bovine and human tuberculosis. The work 
has been carried on by Dr. Long at the University of 
Chicago with the aid of a grant from the National 
Tuberculosis Association, and is part of a series of 
correlated researches conducted through the Associ- 
ation on the nature of the active products of the bacil- 
lus of tuberculosis. 

Though a young man, Dr. Long is well known as 
a tuberculosis specialist; he is a member of the board 
of directors of the Chicago Tuberculosis Institute. 
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CHRONIC ARTHRITIS* 
Leonarp W. Ety, M. D. 


Professor of Surgery, Stanford University, School of Medicine. 
SAN FRANCISCO, CAL. 

If the watch in your pocket stops, you do not 
attempt to start it up by developing abstruse 
theories as to the cause of the stoppage, but you 
take it to a man who knows all about its insides 
and let him fix it. 

If your motor car balks, you do not sit down 
by the side of the road, speculate on atmospheric 
conditions, the possible influence of the brands 
of gasoline you have been feeding it. You do not 
even try to start it up by putting paint on the 
outside or rubbing a little something on the tires. 
If you know anything about the machinery of 
your car you can probably remedy the trouble, if 
not, your only hope is to get someone who does 
know. 

If your patient have a cough or a pain in his 
belly you try to make up your mind, from the 
knowledge you possess of his internal organs, 
what is going on inside, and you call upon your 
clinical knowledge and the resources of the lab- 
oratory to find out the cause of his complaint. 

If your patient have an inflammation of a joint 
you abandon all the rules that guide you in the 
treatment of inflammations in other organs. 
You paint it with iodine, you rub things into the 
skin or wrap it up in bad smelling preparations. 
You apply heat or cold to it or electricity or 
x-rays or various forms of physical therapy. You 
resort to coal tar products and still the pain. 
When all these fail you take refuge in high-sound- 
ing terms, and speak mystifyingly of the locus 
minoris resistentiae, of dyscrasias, the rheumatic 
diathesis and disturbed metabolism. One thing 
you will not do—study the pathology of joint in- 
flammations, in order to learn how to treat them 
intelligently. There are few short cuts in medi- 
cine. Personal opinion is of little importance. 
There is only one reliable way to solve a difficult 
problem, and that is by patient investigation, 
accumulation of facts, and correct reasoning from 
the evidence. If our reasoning be not sound, our 
conclusions will be false, but the facts we accu- 
mulate will stand, and may enable those who 
come after to attain the truth. 


Read before the Inter-State Post Graduate Assembly of 
America, Milwaukee, Wis., Oct. 27-31, 1924. 
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When we come to examine joints in the labora- 
tory, and compare our findings with our histories 
and clinical data, we find that all cases of chronic 
arthritis fall into three classes. The first of these 
is Traumatic Arthritis. 

It is customary to speak very loosely of trau- 
matic arthritis. We often speak of a trauma to 
a joint without any very distinct idea of what we 


mean. A joint may be traumatized in several 
different ways. Its capsule may be torn. This is 
a sprain. When the capsule is healed, and the 


effusion has disappeared the joint is well. 
Sprains are never the cause of a chronic arthritis. 
They cannot be. If an intrarticular fibrocar- 
tilage is torn, the joint will be frequently 
sprained, but when the causal lesion is repaired, 
the joint recovers. No train of pathological 
processes can be set in motion by a lesion of this 
sort. 

A second form of traumatic arthritis is caused 
by intraarticular fracture. When union takes 
place with the fragments in faulty position, the 
joint is to be viewed as a damaged machine. 
When it is used thereafter, it is constantly 
sprained, and we have a true chronic traumatic 
arthritis. 

A third form of traumatic arthritis is that 
caused by foreign bodies, and under this heading 
probably falls gout. 

Leaving aside the traumatic arthritides, all 
cases of chronic arthritis fall into two great 
groups or types, which usually can be distin- 
guished in the clinic, almost always by the x-rays, 
and invariably in the laboratory. They have 
been named, classified, divided and subdivided by 
various authorities in a bewildering way, but 
until we are perfectly sure of our ground, I think 
clarity will be attained if we simply fasten on 
them some non-descriptive title, and so I call 
them Type 1 and Type 2. 

Type 1. This class includes all cases of frankly 
infectious origin. Their prime pathological 
characteristic is a proliferative inflammation in 
the synovial membrane, in the bone marrow in 
the vicinity of the joint, or in both. The synovial 
membrane becomes thickened and villous, and 
eventually may become little else than a mass of 
scar tissue. It encroaches upon the joint cartil- 
age and spreads out over its surface. The mar- 
row inflammation causes a rarefaction of the 
bone tissue, or even its death. The granulation 
tissue interferes with the nutrition of the car- 
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tilage, perforates it, and eventually may kill it, 
and throw it off into the joint cavity. When the 
bone end is laid bare in whole or in part, the 
granulations may unite with those from the other 
bone and with those from the synovial membrane 
to bind all three tightly together in a fibrous 
ankylosis. Occasionally the ankylosis in time 
becomes a bony one. On the other hand, in the 
milder cases a return to normal is possible. 

Identity of pathology implies identity of symp- 
tomatology and of physical signs. The diagnosis 
among the members of this type is never made 
positively until the demonstration of the causal 
organism has been done. Clinically all the cases 
are much alike. We make a rough working 
diagnosis by the examination, of the patient gen- 
erally, and from study of his history. Thus, if 
the patient have well marked evidences of 
syphilis, we are inclined to start the treatment 
with antisyphilitie measures, if he has recently 
had a urethral infection, we regard that as the 
probable cause. If many joints are involved, we 
should hesitate to make a diagnosis of tuber- 
culosis, etc., etc. Bear in mind that all this has 
nothing to do with the joint itself. If the patient 
were covered with a sheet, and if we viewed the 
joint through an opening in it, without the privi- 
lege of asking questions, we should be completely 
at sea, 

The cause of all these arthritides is probably 
a bacterial or similar organism, domiciled some- 
where else in the body, the so-called focal infee- 
tion. We know this is the case of some, such 
as syphilis and tuberculosis, and from the simi- 
larity of symptomatology and pathology we sur- 
mise it in the others. It must be remembered 
that not so long ago they were all supposed to be 
due to some mysterious humor or dyscrasia. The 
progress made in clearing up most of them leads 
us to hope that before long we shall understand 
the rest. In this connection, you will te sur- 
prised to know that in a standard system of medi- 
cine published about twenty years ago, the cause 
of gonococcic arthritis appears as a reflex from 
the irritation to the urethral mucous membrane. 

The members of this group all have strong fea- 
tures in common in their symptomatology, but 
usually differ enough in detail to permit us to 
make a good working guess as to their identity. 
Pain, stiffness, muscular spasm, increase in local 
temperature, deformity are present in varying 
degree. A lengthy description of each one is 
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hardly possible here. The x-rays usually show 
rarefaction of the bone and thinning of the joint 
cartilage. Bone proliferation at the joint line is 
absent. By the distribution of the rarefaction 
and by its extent the radiographer is wont to 
reach a fairly reliable conclusion as to the nature 
of the disease, but his conclusion is only to be re- 
garded as tentative, not as final. 

The first step in the treatment is to remove 
the focus of infection, when this is possible. 
Syphilitic arthritis demands antisyphilitic treat- 
ment, The two other great sites of infection, 
especially in the multiarticular forms, are the 
tonsils, and, in the male the deep urethra. Often 
stubborn cases which have resisted all sorts of 
local treatment will recover after tonsillectomy, 
or after massage of the prostate, or vesiculotomy. 

In tuberculous arthritis, we are never able to 
remove the original focus in the body. We have 
no means of identifying it. Therefore we must 
direct our therapeutic measures to the joint it- 
self. Fortunately these cases are almost always 
uniarticular. The three main rules for us to fol- 
low are: 1. Deprive the joint of function. 2. 
Avoid secondary infection. 3. Build up the 
patient’s resistance. In adults the treatment is 
almost always operative, in children rarely. I 
state these rules briefly, necessarily so, in a paper 
of this length, but I am prepared to go at length 
into the reasoning on which they are based. 
Authorities differ radically on the merits of op- 
erative treatment in the spinal tuberculosis of 
children. Personally I believe in practically in- 
variable operative treatment in patients of all 
ages, and think that cure is very rarely attained 
in any other way. The Hibbs operation, when 
carefully done, gives excellent results. 

Handled along these lines the majority of our 
cases of Ist type arthritis will respond satis- 
factorily. There remains, however, one form of 
severe multiarticular progressive inflammation 
which will defy all our efforts, and will steadily 
grow worse. I had grown to regard these as hope- 
less, but recently I have seen one or two improve 
decidedly following the eradication of intestinal 
parasites. A search for amoebae in the stools 
should be carefully made. If found, they should 
be treated with neoarsphenamin and emetin. 

Type 2. This is the arthritis deformans of the 
Germans, the osteoarthritis of the English, the 


1. See Ely, Leonard W.: Inflammation in Bones and 
Joints, J. B. Lippincott Co., 1923. 
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hypertrophic arthritis of Goldthwait, the degen- 
erative arthritis of Nichols and Richardson, the 
chronic rheumatism of the elderly, seriile arthritis. 
When occurring in the terminal inter-phalangeal 
joints it is known as Heberden’s nodes, and is 
often mistaken for gout. It is of very frequent 
occurrence, widely distributed, and of ancient 
origin. It is never seen in patients under twenty 
years of age, is very rare in the third decade of 
life, and is distinctly a disease of middle and late 
life. In some 109 cases tabulated during the last 
year at the Stanford Clinic, 58 per cent. were in 
men. This is the 5th series I have tabulated. It 
corresponds closely to the other four. 

Most writers on this disease have ascribed it 
to one of three main causes, viz.: 1. Trauma. 
2. Infection (bacterial). (3. Disturbed metab- 
olism or some mysterious diathesis. No trauma 
affords any adequate explanation for the remark- 
able changes we observe in our laboratory speci- 
mens, the changes are radically different from 
those caused by bacteria, and to talk about dis- 
turbed metabolism is simply to drug our intelli- 
gence with meaningless words. Disturbed metab- 
olism means disease. Shall we say that chronic 
arthritis is due to disease? I refer to my pre- 


vious writings for an extended argument on the 


subject.” 

Until two or three years ago the only reliable 
clue we had to the etiology was that patients al- 
most invariably had infection at the roots of their 
dead teeth—the so-called root abscesses. Many 
of them had lost all their teeth. This observation 
hooked up well with the incidence of the disease 
in late life. Many of our patients improved 
when the dead teeth were extracted. I had ob- 
served in my laboratory specimens peculiar 
necrotic areas in the bone in the vicinity of the 
joint, and had come to regard them as the pri- 
mary pathological change from which all the 
other changes followed. The problem, then, be- 
came to discover what living organism, not a 
bacterium, domiciled in the gastrointestinal canal 
finds access to the circulation through the dis- 
eased bone at the roots of dead teeth, and, set 
down in the bone marrow, causes these necrotic 
areas. The most likely culprit is the amoeba, 
and I have been following this clue with excellent 


2. Ely, Leonard W., The Great Second Type of chronic 
arthritis, Arch. of Surgery, 1920. I, 158. Further studies, 
Cal. State J. med., 1921 XIX 415. Third study. Cal. State J. 
of med., 1922, xx, 329. Fourth study, J. A. M. A., 1923, Ixxxi, 
1768. The amoeba as the cause a the great second type of 
arthritis, Cal. state J. med., 1922, xx, 59. Inflammation in 
bones and joints, J. B. Lippincott Co., Phila., 1922. 
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results. Since my last series of published cases 
we have observed 109 in the Stanford orthopedic 
clinic ; 63 of whom were men, 46 women. In 62 
of them alveolar infection was demonstrated ; 12 
of them were edentulous. In 29 no examination 
of the teeth was made. In 36 intestinal parasites 
were found, the ameba coli 31 times, giardia 
twice, endolimax nana twice, histolytica twice, 
entamoeba butchlii twice. Two patients showed 
double infection. Thirty-three patients were not 
examined. This gives us a trifle under 50% of 
infection in patients examined. Each year, with 
increasing skill in our laboratory, the percentage 
of positive finds has increased. All the examina- 
tions have been done at the Stanford laboratory 
under the direction of Dr. Harry Wyckoff, to 
whose courtesy we are greatly indebted. 

Our theory so far rests on purely circumstantial 
evidence, backed up by the results of our treat- 
ment. The claim of Kofoid that he found ameba 
histolytica in the marrow of one of my patients 
has never been confirmed. I incline to the belief 
that one of the so-called harmless amebae will 
prove to be the usual cause, possibly the ameba 
buecalis. An organism might be harmless in the 
mouth, and very noxious in the bone marrow. 

Into the details of the pathology I cannot go 
here. As said above, the prime pathological 
change is probably the aseptic necrosis in the 
region of the joints. All the bone and joint 
changes result from this. The disease is recog- 
nized clinically and grossly in the laboratory by 
the bony and cartilaginous outgrowths in the 
region of the attachment of the capsule. The 
cartilage wears away over the bone end. The 
joint becomes permanently mechanically dam- 
aged. It is a poor machine, and becomes easily 
sprained. Hence the prevailing idea that the dis- 
ease is caused by trauma. The cart has been put 
before the horse. It is the disease which causes 
the joint to be sprained not the sprain which 
causes the disease. Union of the articulating 
hones rarely results except in the spine. Here 
bone is sometimes poured out like syrup from 
a jug and often welds the vertebral bodies solidly 
together. Parenthetically it may be said that the 
changes in the spinal joints are responsible for 
many cases of what is erroneously diagnosed as 
neuritis, radiculitis, sciatica, lumbago, muscular 
rheumatism and fibrositis. The next case you see 
of obscure pains running down the extremities, 
send to the radiographer. You will probably 
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see little hooks or spurs on the joint margins of 
the corresponding region of the spine. 

The treatment can be deduced from what has 
been said. The first step is the investigation of 
the teeth. Any dead, or plainly abscessed teeth 
should be extracted, any old snags should be dug 
out. I have seen cases improve after this alone. 
The next step is the search for parasites in the 
stools. This can only be done by an expert 
parasitologist. A routine examination by an in- 
tern is worthless. If parasites be found they 
should be eradicated if possible. We depend upon 
a thorough course of emetin and neoarsphena- 
min. At the Stanford orthopedic clinic we have 
set one day of the week for the administration of 
neoarspenamin. Alcresta ipecac we have dis- 
carded, though it is employed by some. When no 
parasites are found in the stools we give the 
emetin without the neoarsphenamin. The re- 
sults of the treatment are good. Some patients 
show a clinical recovery, though of course we 
recognize that the damage to the joints is per- 
manent, and no complete restoration to normal is 
possible. 

A few of our patients have failed to improve 
under this treatment, but have responded readily 
to the injection of a foreign protein. I offer 
this clinical observation for what it is worth. I 
know of no logical reason for it, but we are al- 
ways ready to try anything that promises results. 

Those of you who have treated these cases 
know well that many of the patients are influ- 
enced markedly by their diet. Anything that up- 
sets the digestion aggravates their disease. This 
agrees with our hypothesis as to the cause of the 
disease, but does not lead to the conclusion that 
the disease is caused by diet. The patient should 
eat the food that agrees with him best. The 
changes have been rung ad infinitum on the die- 
tary treatment of “chronic rheumatism.” 

The application of heat in any form almost 
always.is agreeable to patients with this form of 
arthritis. Dampness and cold usually make the 
symptoms worse, but neither of them is to be re- 
garded as a cause of the disease. We have an 
almost ideal, climate in California, but this form 
of arthritis is very common with us. Paren- 
thetically I may record a personal observation 
that in California alveolar infection is of fre- 
quent occurrence, and occurs very early in life. 
A few years ago I sawed up a hundred bones 
taken at random from the collection of the ana- 
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tomical department of Stanford University, and 
was astounded at the proportion which showed 
the bony ridges at the articular margins. 

My study of my specimens in this disease has 
explained to my own satisfaction two things 
that have always been a puzzle to me. Whether 
oz not the explanation is a good one, I leave you 
to judge. The first of these is fracture of the 
neck of the femur in the elderly and its failure 
to unite. I believe that it is due to the areas of 
necrosis in the femur neck. 

The second thing is the peculiar stiffness and 
active arthritis which so often follow an intra- 
articular fracture in an elderly person. I believe 
that the fracture has opened up one of these 
necrotic areas in the bone, and has set free the 
infectious material, whatever it may be, in the 
joint. The next time you have one of these cases, 
do not reproach yourself for leaving the splint on 
too long, or not long enough, but investigate the 
patient’s teeth, and examine his stools. While 
not exactly germane to my subject, let me suggest 
the same procedure in your patients with Dupuy- 
tren’s contracture. I have yet to see a well 
marked case without alveolar infection. 

Conclusion: All cases of chronic arthritis, ex- 
cept the strictly traumatic, can be divided into 
two main groups or types. The first are the 
frankly infectious, They include tuberculosis, 
syphilis, and the arthritis caused by an infection 
in the tonsil and in the deep urethra, pneumo- 
coecic arthritis, ete. To the second type, abscess 
at the roots of the teeth stands in some sort of 
causal relation, probably as forming a port of 
entry to the bone for the causal organism. Sus- 
picion points to some form of animal parasite as 
the cause, probably a protozoan. The two types 
are quite distinct and are to be handled on en- 
tirely different lines. The treatment of both 
types is usually satisfactory, though some cases 
will defy all our efforts. 





UNITED STATES HOLD THE RECORD FOR 
THE NUMBER OF MURDERS COMMITTED 
The United States has an annual murder record for 

each 100,000 of population, twenty-five times greater 

than that of Great Britain, and three times larger than 
that of Italy. 





ARGUMENT FOR INDUSTRY 
Old Hen: “I'll give you a piece of good advice.” 
Young Hen: “What is it?” 
Old Hen: “An egg a day keeps the butcher 
away!”—Progressive Grocer. 
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PRINCIPLES IN PLASTIC SURGERY 
ABOUT THE HEAD AND NECK* 


Joseru C. Beck, M. D. 
CHICAGO 


1 do not intend to present the entire subject 
of plastic surgery about the head and neck, but 
rather the principles of the cosmetic plastic 
surgery that most of you are interested in and 
are doing these days. That is the reason why I 
want to bring out some of the points that I 
have learned by experience rather than by read- 
ing. 

The first thing I want to bring to your at- 
tention is the lack of principle of doing plastic 
surgery such as is being done all over the world 
and particularly in this country, namely, cos- 
metic plastic surgery. The fact is, the operation 
is not indicated but is in the minds of people, 
rather a mental disease but which is nevertheless 
very strong and prevalent in many individuals. I 
feel that many of these operations we are asked 
to perform, while very lucrative, are unnecessary 
and are frequently followed by disastrous results 
from. a surgical standpoint as well as from a 
medico-legal. I have had some very sad experi- 
ences in this work in some cases, though none 


of them ever brought me into court, but experi- 
ences that I am sure none of you would cherish. 
That is my reason for coming before you to see 
if I can help you to avoid getting into the same 


difficulties. The unprincipled individual, the 
quack, who advertises, attracts the intelligent 
public who are desirous of having this work done. 
Since the late war a number of men have gone 
into a specialty known as head surgery with spe- 
cial attention to plastics. I have come across 
many cases in which their patients’ faces have 
been ruined and their minds were certainly much 
worse than before they were operated on. These 
are not out-and-out-quacks, but are regular 
physicians, although not recognized by the best 
medical societies. 

When a patient comes to you and says, “Doc- 
tor, I do not like the shape of my nose; I would 
like to have it made different; I do not like the 
hump,” ete., the first problem then is to decide 
whether you want to accept that case for opera- 
tion. I daresay there are definite indications 
for that operation just the same as protruding 
teeth should be corrected and you as an able sur- 


*Read before the Section on Eye, Ear, Nose and Throat of 
the Illinois State Medical Society, Springfield, May 6, 1924. 


September, 1925 


geon, knowing the technic of the cosmetic plastic 
operation should be willing to do that. For 
instance, take an individual who is handicapped 
because of his appearance. It may be nothing 
else but a humped nose but it preys on his mind 
and when it is corrected it makes him happy. 
There are other certain indications for such 
operation but in the majority of cases it is not 
indicated. It is the mental state that develops 
that causes the patient’s distress. I have dis- 
covered a practical means of persuading some in- 
dividuals not to have these unnecessary opera- 
tions done. Many people do not know how they 
look even from looking in the mirror or a flat 
photograph. 


One way is to have a wax cast made, then 
change the nose on this cast and show them 
how it will look after correction. The other way 
is to have made the wax model of the nose and 
then you have them point out the parts they 
would like changed and many times when you 
shaw them how the nose will look after. correc- 
tion, they change their minds about having it per- 
formed. A plaster cast of the whole face will 
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frequently bring this sort of an expression from 
the patient. “I never knew that my nose looked 
so well as this” and they will desist from want- 
ing the work done. Talking them out of an 
operation is practically impossible. 

The real principle in this cosmetic surgery is 
a knowledge of the anatomy of these structures 
and knowing what they will stand. You under- 
stand that all this work is preferably done from 
the inside of the nose. The removal of a hump 
or the deviation of one side of the nose should 
be done from the inside. A fact to know is that 
the nasal process of the superior maxilla that 
meets the nasal bones at the top is a vital point. 
lf you are too anxious and remove too much of 
the hump there will be a gap at the junction 
between the nasal bone and the triangular car- 
tilage. The junction of the cartilage and bone 
are so important that any disturbance may be 
followed by a perichondritis with a possible in- 
fection from inside the nose. 








Plate Il. Stereo-Photograph. 


For the excision and removal of any hump the 
best way is to burr off or use the Joseph rasp. 
Halle presented us with a grooved director for 
intranasal and frontal sinus operations which is 
excellent for this purpose. The director is hoi- 
low grooved along its sheath and if you put that 
retractor into the incision and over the hump, 
so that the burr does not cut the subcutaneous 
connective tissue lying over it, you can remove 
as much of the hump as you like but always 
hearing in mind this little point mentioned above 
about the junction of the nasal bones with the 
cartilage. In the removal of humps you must 
always remember the next point, that often as 
a result of the operation there will be an increase 
instead of a decrease in the hump, for sometime 
there will be an increase either due to a hema- 


toma or reaction. In due time the inflammation 


will subside and the hematoma be absorbed and 
a straight nose will follow. 

The question of asepsis is of course very im- 
portant. If one is going to operate intranasally 


Plate III. Before and After Operation. 


or rather intravestibularly, that region must be 
thoroughly disinfected. One must understand 
that if you implant bone or cartilage into loose 
tissue without cartilage or bony contact that in 
due time it will be absorbed. 


Therefore you 


must have points of contact. 
What material to use for an implant is a mat- 


Plate IV. Before and After Operation. 


ter of choice with the operator. Until 1914 or 
1915 when the reports began to come from the 
work abroad it was believed that cartilage was 
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not very favorable as an implant, but since then 
cartilage has become a great favorite. Cartilage 
or bone from the rib is most frequently em- 
ployed. The osteoperiosteum of the tibia or crest 
of the ilium has been used by us with success, I 
chisel off a periosteum with only a very thin 
layer of bone attached, so thin that it will 
crumble in your hand. That graft can then be 
fitted in to fill out a defect like a saddle or notch. 
If cartilage is used it should be preferably rib 
cartilage of the right side, preferably of the 
eighth rib. It can be obtained very well under a 
local anesthetic infiltrating skin as well as peri- 
chondrium, The point is that the transplants 
cen be either osteoperiosteal or cartilage, but re- 
member that you must have attachments or con- 
tacts to the bone or cartilage. Another thing is, 
when you take off the rib leave the perichondrium 
attached to it. However, it is different when you 
use bone. If you leave a great deal of periosteum 
attached, you may have what happened to me, in 
one instance, namely, the transplant grew subse- 
quently so that it was larger than the deformity 
it was supposed to correct. These grafts should 
be handled aseptically. It is best to have a team 
doing this work, so that while one works on the 
nose, the other can be obtaining the graft. The 
graft should not be placed in salt solution. When 
vou are ready for implantation of the graft, it 
should be taken from one place, the rib, and put 
into another without coming in contact with any 
foreign substance added to it. It happened to 
me in one case that the graft dropped on the 
floor. I sterilized it with tr. of iodine and salt 
and inserted it and there was no trouble from it, 
which may have been only luck. 

Regarding the general anesthetic in these 
operations, we use what is known as an syner- 
gistic analgesia. It is a rectal or colonic 
method. The patient is given one-eighth grain 
of morphin for each 50 pounds of body weight. 
The average patient receives three (3) doses of 
morphin half an hour apart. The morphin is 
injected with magnesium sulphate solution 25 
per cent. of which (two ce.) are added to each 
dose. At the conclusion of the last intramuscular 
injection of this morphin-magnesium sulphate 
mixture, the patient receives a rectal or colonic 
injection of ether in olive oi] to which is added 
a solution of paraldehyde. For each 50 pounds 
of body weight, the patient receives one ounce of 
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ether and one ounce of olive oil and one drachm 
of paraldehyde, so that the average patient re- 
ceives three ounces of ether and olive oil and two 
or three drachms of paraldehyde. This is allowed 
to flow into the rectum very slowly. It should 
take about 10 minutes for these six ounces of 
fluid to pass into the bowel. 

In discussing the principles of plastic surgery 
| have confined myself to cosmetic operations, 
either the removal or adding of parts, particu- 
larly saddle or humps. I am not talking about 
reconstruction where larger parts are missing. 
This work is so important and these points I have 


told you about are so definitely established in my 


mind that I believe we had better study them a 
little closer. From my correspondence I find 
there are just as many requests for these op- 
erations in the smaller cities as there are in the 
larger ones. 


Since the presentation of this paper, the writer 
has had a new experience which is so practical and 
satisfactory that he desires to place same, here on 
record although not ready to be conclusive. 

It is the experience in regards to foreign body 
implants, namely, ivory. While visiting a colleague, 
Dr. Maliniak of Cincinnati, Ohio, who was so kind 
to show the writer a number of patients on whom 
he had used ivory implants for correction of vari- 
ous nasal deformities with great success. The lat- 
ter having studied the subject thoroughly under 
the tutelage of Jac Joseph of Berlin who originally 
having employed ivory in several hundred instances 
with equal success. 

Having obtained the necessary ivory material 
(which in chemical composition is nearest to bone) 
as well as the implements such as vises, files, saws, 
and etc. The writer has employed these implants 
in a series of thirty-five cases with uniform success. 

His associate, Dr. H. L. Pollock, whose original 
work on bone and cartilage transplants intraseptally 
in cases of atrophic rhinitis for the reduction of 
space, ‘has also employed these ivory implants with 
encouraging results in seven cases. 

The advantage of ivory implants to bone or car- 
tilage are: first, no donor area need to be attacked; 
second, no chance for absorption; third, the perfect 
shaping of implant can be carried out more readily 
with ivory than with bone or cartilage. 


DISCUSSION 


DR. C. H. LONG, Chicago: I am interested in the 
work Dr. Beck has spoken of. This work can be 
done to a limited extent by the inexperienced, I 
have failed to find a sufficient amount of literature 
on this subject that will be of assistance to the man 
who has not done very much of this special work. 





September, 1925 JOSEPH C. BECK 














Plate V. 





ILLINOIS MEDICAL JOURNAL September, 1925 


Plate VI. 
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Dr. Beck’s discussion on little points connected with 
this subject gives me much pleasure. 

DR. J. SHELDON CLARK, Freeport, Ill.: I have 
had the pleasure of seeing Dr. Beck do some of this 
work. I realize that he is a past master in this line 
of work. As the Doctor mentioned, it can be made 
something of a graft. It can be urged by those of 
us who can do the work because people are so anxious 
to have their cosmetic appearance changed. 

I would speak of the deformities that sometimes 
have to be operated on in a plastic way that are 
caused through injuries of the nose and which could 
have been reduced at the time of injury and the nose 
malded into normal position. In these cases much can 
be done by lifting the nasal bones that may have 
been depressed, not necessarily inserting a splint, and 
the daily molding of the part and the use of pressure 
apparatus, etc., to the end that you get a cosmetically, 
functioning nose. The general practitioner sees these 
cases first. If he is not able to handle them he 
should refer them to a man who can do the work 
and in that way a great improvement in results will 
follow. 

DR, C. B. WELTON, Peoria: I do not do this 
work myself but I have seen a great deal of it. I 
have seen Dr. Beck’s work but most of the work 
I have seen has been done by the general surgeons 
in my town. These surgeons have walked me from 
one end of the hospital to the other to show me their 
cases. They will take these transplants of bone or 
cartilage and put them in the nose and there will be 
a bulge above or below and the angle would not be 
right. They will ask me if I like the job. I was 
perfectly frank with some and said I did not think 
much of it. In fact, I have not thought much of 
these cases done by the general surgeon. 

I would like to ask Dr. Beck what percentage of 
his patients are perfectly pleased with the operation 
and in what percentage of the cases is he pleased. 

DR. N. SCHOOLMAN, Chicago: In using the 
rectal anesthesia I would like to ask Dr. Beck if he 
does not inject anything into the skin of the nose 
and whether hemorrhage during the operation is not 
troublesome. I have seen this work done under local 
anesthesia. 

I would like to ask Dr. Beck what he thinks about 
the value of ivory. Joseph is using ivory. He boils 
the piece of ivory before using it. 

DR. JOSEPH BECK, Chicago (closing discussion) : 
Celluloid was used by an American, New of Roches- 
ter. I have learned to leave out all foreign bodies 
because they are irritants. My teacher in plastic 
surgery was Nicholas Senn and he used to prac- 
tice these things. I have only used the individual's 
own tissues as transplants. If I do not use it from 
the same individual I secure one from a patient in 
the same group as one does in transfusion of blood. 
When in the same group the tissue is just as good as 
the lindividual’s own. Fat is good but it is very 
easily infected. Paraffin you want to keep away from. 
I have seen many that have been injected. I think 
the bad results are due to two things, one is the 
patient’s own. susceptibility to paraffinoma and the 
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other is putting too much tension on the skin, or in- 
jecting it into the skin. 

As to local anesthesia, you not only can use local 
anesthesia but it is preferable. If you wish you can 
use ether by the colonic or synergistic method, which 
we prefer to any other general anesthesia. 

As to hemorrhage occurring during operation, we 
do not have any trouble from that. 

I had in mind to talk about the type and size of 
transplants. They should always be a little smaller than 
the size that you think necessary. That has been 
the great trouble with most men; the implants have 
been too large. You will be surprised how little it 
takes to correct a defect. You can put cartilage 
in the nose and trim it to the size desired. Cartilage 
is very easily trimmed compared to bone. 

Dr. Clark brought up a very good point regarding 
acute fracture of the nose and the immediate reposi- 
tion. We were taught in former days in fractures, to 
wait until the reaction subsided. Whether compound 
or simple immediate adoption and splinting is best. 
After you remove the blood clot and foreign par- 
ticles outside or within the nose, then replace the 
fragments and insert the packing. I have found noth- 
ing better than the Bernay splint. They hold very well 
within the nose and adhesive plaster correctly applied 
over the bridge of the nose. 

This man Joseph of Berlin whom Dr. Schoolman 
alluded to is worth mentioning. He is probably the 
greatest man in plastic surgery. I have never seen 
him but I understand he is too secretive. 

Doing a septum correction for hump is often over- 
looked by rhinologists. Many times you can do re- 
section followed by something like an Asch operation 
and you will find in a week or two that the nose is 
quite straight. I would advise you to operate on the 
protruding septum cases in two stages, doing the ex- 
ternal operation first. In that way you will have 
a much better cosmetic result and no chance of a per- 
foration. 


Index of Miniature Photographs From Fig. V to 


No. Fig. XIV _ Inclusive 


1i—Congenital saddle. 

2—Luetic saddle. 

3—Traumatic saddle and notch. 
4—Traumatic saddle. 
5—Traumatic saddle. 
6—Traumatic saddle. 
7—Traumatic saddle. 

8—Luetic saddle. 

9—Traumatic saddle. 
10—Congenital saddle. 
11—Traumatic saddle. 
12—Bismuth paste tumor. 
13—Bismuth paste tumor. 
14—Traumatic saddle and paraffinoma. 
15—Congenital saddle. 
16—Congenital saddle. 
17-18—Traumatic, football injury. 
19—Traumatic saddle. 
20—Luetic saddle. 

21—Vanity saddle. 
22—Congenital saddle. 
23—Congenital saddle. 
24—Congenital saddle. 
25—Congenital saddle. 
26—Traumatic saddle. 
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27—Congenital saddle. 
28—Saddle upturned tip (congenital). 
29—Traumatic saddle. 
30—Congenital saddle; absent columella. 
31—Saddle nose—following septal abscess. 
32—Saddle nose—following septal abscess. 
33—Saddle nose—following septal abscess. 
34—Traumatic nasal notch; bone separation. 
35—Marked notch (atrophic rhinitis). 
36—Football injury—flat nose. 
37—Football injury—flat nose. 
38—Notch and lump. 
39—Bitten off tip. 
40—Vanity notch. 
41—Vanity over—correction. 
42—Congenital notch. 
43—Luetic notched nose. 
44—Fore shortened columella. 
45—Tuberous tip. 
46—Luetic saddle and alar deformity. 
47—Leutic saddle and alar deformity. 
48—Vanity saddle. 
49—Traumatic saddle. 
50—Congenital miniature nose. 
51—Congenital notch nose. 
52—Luetic destruction and saddle deformity. 
53—Congenital saddle. 
54—Traumatic notch. 
55—Traumatic saddle. 
56—Traumatic notch with hump. 
57—Traumatic notch with saddle. 
58—Traumatic saddle—external lesion. 
59—Luetic (congenital) nose. 
60—Congenital saddle. 
61—Notch following septal abscess. 
62—Notch following septal abscess. 
63—Drop tip and saddle traumatic. 
64—Traumatic notch. 
65—Traumatic notch. 
66—Traumatic notch. 
67—Traumatic broad saddle (gun shot). 
68—Traumatic broad saddle. 
69—Hump drop tip. 
70—Over-corrected saddle. 
71—Congenital split bridge. 
72—Twist and excess length (congenital). 
73—Traumatic widening nasal bridge. 
74—Traumatic widening nasal bridge. 
75—Upturned nose; secondary construction to fur- 
unculosis. 
76—Hump nose. 
77—Hump nose. 
78—Drop tip. 
79—Drop tip. 
80—Drop tip. 
81—Drop tip. 
82—Spontaneous growth of implant. 
83—Drop tip. 
84—Notch twist nose (traumatic). 
85—Traumatic drop tip—war injury. 
86—Traumatic drop tip—war injury. 
87—Hump. 
88—Bulbous tip. 
89—Luetic notch. 
90—Vanity nose. 
91—Traumatic notch. 
92—Vanity hump. 
93—Traumatic drop tip. 
94—Traumatic hump and drop tip. 
95—Traumatic flat nose. 
96—Congenital hump. 
97—Congenital hump and twist. 
98—Congenital hump and twist. 
99—Congenital hump. 
100—Congenital hump. 
101—Syphilis flat nose and alar defect. 
102—Traumatic alar defect. 
103—Same -case. 
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104— Hump, twist and drop tip congenital. 

105—Tump, twist and drop tip congenital. 

106—Bulbous tip and alar defect, past infection. 

107—Alar deformity with neoplasm. 

108—Large bulbous nose, past operation. 

109a—Alar deformity bilateral, past infection. 

109b—Depression near tip. 

110—Hump nose. 

111—Slight hump. 

112—Broad bridge, short columella (congenital). 

113—Same as 93 (partially corrected). 

114—Traumatic hump. 

115—Vanity nose. 

116—Smashed flat nose (baseball). 

117—Large nose (vanity). 

118—Flat nose (football). 

119—Slight hump. 

120—Congenital absence columella: Other defects 
on body; micropthalmus partial potsis, microtia 
infantile mandible, etc. 

121—Post-epitheliomatous nasal destruction. 

—Post-epitheliomatous alar nasal destruction. 

123—Alar deformity (congenital). 

124—Alar deformity (congenital). 

125—Alar destruction (cicatrices 
tion). 

126—Alar destruction 
tion). 

127—Alar asymetry (congenital). 

128—Post-syphilitic notches. 

129—Post-syphilitic notches. 

130a—Compound nasal fraction with saddle nose. 

130b—Compound nasal fraction with saddle nose. 

131—Tuberculosis of tip and alar. 

132—Tuberculosis of tip and alar. 

133—Post-luetic saddle. 

134—Post-luetic saddle. 

135—Post-luetic alar defect. 

136—Post-luetic alar defect. 

137—Post-luetic columellar defect. 

138—Post-luetic columellar defect with saddle. 

139—Post-luetic columellar defect with flat tip. 

140—Post-luetic columellar defect with flat tip. 

141—Post-luetic tip defect and face scars. 

142—Post-luetic saddle nose. 

143—Post-luetic (congenital scar) loss of nose. 

144—Post-luetic (congenital scar) loss of nose. 

145—Post-luetic saddle with alar defect. 

146—Post-luetic saddle with alar defect 

147—Post-luetic saddle. 

148—Post-luetic saddle. 

149—Luetic ulceration and defect active. 

150—Luetic ulceration and defect active. 

151—Traumatic—Syphilitic notched nose. 

152—Post-luetic drop tip and saddle. 

153—Congenital luetic nasal defect. 

154—Congenital luetic nasal defect. 

155—Columellar defect and perforated palate, 
pinched alar. 

156—Same. 

157—Same. 

158—Post-luetic drop tip. 

159—Post-luetic drop tip. 

160—Congenital luetic loss of tip of nose. 

161—Congenital luetic loss of tip of nose. 

162—Post-lupus loss of alar and columella. 

163—Post-lupus loss of alar and columella. 

164—171. 

164— { Post-luetic saddle nose. 

165— | corrected by Robert’s operation, 

166— | of lengthening of nose and 

167— | subsequent implant of 

168— ) rib. Transplant carried by 

169— | finger. (The latter was in contact 

170— | with one end of the rib graft for ten days 

171— | before transfer was made.) 

172—Post-luetic saddle nose. 

173—Same. 
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A MEDICAL LIEN* 


Epmunp D. Levisonn, M.D. 
CHICAGO, ILL, 


The purposes of this paper is to bring before 
you the advantages which would accrue from 
legislation which would protect the pecuniary 
interest of physicians, surgeons and hospitals 
when called upon to render service in Emer- 
gency Cases. 

I am sure you have all had the experience 
of being called upon to render service in acci- 
dent cases. It is general knowledge among the 
profession that there is great doubt that com- 
pensation for services rendered under these con- 
ditions will be paid. Frequently your services 
are slight—in others weeks or months of atten- 
tion may be necessary. The emergency feature 
of these cases is such that in the majority of 
instances the injured person is totally unpre- 
pared to meet the unexpected expense of medical 
and hospital care, and, consequently, he is com- 
pelled honestly to state that he will be unable to 
meet his obligation until such time as an adjudi- 
cation is made of his claim for damages. This 
usually occurs months to years later, by which 
time the case has probably slipped your mind. 
So that in spite of the patients’ sincere grati- 
tude and well-meant promises, we know that a 
large percentage of them either forget or neglect 
to pay their bills. 

Therefore, the object of this paper is to es- 
tablish a Lien upon all funds recovered as a 
direct result of an accident. The legislative 
action which this paper advocates is one which 
will protect the interests of physicians, surgeons 
and hospitals by establishing a Lien (by the 
service of a written notice), upon the damages 
which may be recovered either by settlement or 
at law. 

In drafting a Lien of this character, we could 
very properly pattern it along lines similar to 
those at present in force by the legal profession, 
which 16 years ago recognized the virtue of such 
a measure and had it enacted in 1909, since 
which time it has been effective. 

Liens of this nature are not limited to the 
legal profession. At the present time lawyers, 
mechanics, laborers, storage houses, horseshoers, 
blacksmiths, hotels, etc., have successfully intro- 


“Read before North Side Branch, Chicago Medical Society, 
May 7, 1925. 
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duced bills for theirs protection into our State 
Legislature. 

Very little change will be necessary to make 
the Attorneys’ Lien Law fit the needs of the 
Medical Profession. I am going to read the 
statute covering the attorneys’ lien; and then 
a draft of a Medical Lien, which would cover 
our needs: 


AN ACT CREATING ATTORNEYS’ LIEN 
AND FOR ENFORCEMENT OF SAME 
FILED JUNE 16, 1909. ANN. STAT. VOL- 
UME 1, P. 626. 

ATTORNEYS LIEN FOR FEES—ENFORCE- 
MENT. 

Be it enacted by the People of the State of Illinois, 
represented in the General Assembly: 

That attorneys at law shall have a lien upon all 
claims, demands and causes of action, including all 
claims for unliquidated damages which may be placed 
in their hands by their clients for suit or collection, 
or upon which suit or collection has been instituted, 
for the amount of any fee which may have been 
agreed upon by and between such attorneys and 
their clients, or, in the absence of such agreement, 
for a reasonable fee, for the services of such attor- 
neys rendered or to be rendered for their clients on 
account of such suits, claims, demands, or causes of 
action. 

Provided, however, such attorneys shall serve 
notice in writing upon the party against whom their 
clients may have such suits, claims or causes of 
action, claiming such lien, stating therein the inter- 
est they have in such suits, claims, demands or 
causes of action, and such lien shall attach to any 
verdict, judgment, or decree entered and to any 
money or property which may be recovered, on ac- 
count of such suits, claims, demands or causes of 
action, from and after the time of service of the 
aforesaid notice. 

On petition filed by such attorneys or their clients 
any court of competent jurisdiction shall, on not 
less than five days notice to the adverse party, ad- 
judicate the rights of the parties and enforce such 
lien in term, time or vacation. 

PHYSICIANS’, SURGEONS’ AND HOSPI- 

TALS’ LIEN FOR FEES—ENFORCEMENT 

Be it enacted by the People of the State of IIli- 
nois, represented in the General Assembly: 

That any person duly qualified and licensed to 
practice medicine and surgery, and any duly licensed 
hospital in this state shall have a lien upon all suits, 
claims, demands and causes of action, including all 
claims for unliquidated damages which may accrue, 
for medical and surgical services rendered to their 
patients for the amount of any fee which may have 
been agreed upon by and between such physician and 
surgeon or hospital and their patients, or, in the 
absenée of such agreement, for a reasonable fee for 
the services of such physicians, surgeon or hospital, 
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which are in part or in the whole the foundation 
of such suits, claims, demands or causes of action. 

Provided, however, that such physician, surgeon 
or hospital shall serve notice in writing upon the 
party against whom their patient may have such 
suits, claims, demands or causes of action, stating 
therein the interest they have in such suits, claims, 
demands or causes of action, and such lien shall 
attach to any verdict, judgment or decree entered, 
and to any money or property which may be re- 
covered on account of such suits, claims, demands 
or causes of action from and after the time of service 
of the aforesaid notice. 

On petition filed by such physician, or surgeon, 
or hospital, or their patient, any court of competent 
jurisdiction shall, on’ not less than five days notice 
to the adverse party, adjudicate the rights of the 
parties and enforce such lien in term time or vaca- 
tion. 

I am given to understand that there is a 
department maintained at Springfield for the 
purpose of drafting bills of this character, and 
to which the legislators submit their bills before 
introducing them into the legislature. If pos- 
sible, it would be well to have the bill so worded 
that it would cover the following classes of claims 
for reimbursement: 

First: Claims for damages against the per- 
son, firm or corporation responsible for such 
accident. 

Second: Reimbursements from fraternal, ac- 
cident or health insurance. 

Perhaps some of you can suggest additional 
claims which might be included. 

I believe that the lien which IT have read would 
give the medical profession or hospital the pro- 
tection to which it is justly entitled. 

I have taken the liberty of asking your Chair- 
man to take your vote on this matter, after the 
discussion, and if the majority is in favor of 
this action, the approval of this Society will 
be made a matter of record. 

In closing, permit me to say that if this Bili 
meets with the approval of a sufficiently large 
number of our profession, it will be drawn into 
its final form at Springfield, and will be intro- 
duced at the State Legislature. Of this you will 
receive due notice through the Chicago Medical 
Bulletin, and the ILurnois MepicaLt Journat. 
Every doctor will be asked to lend his whole- 
hearted support to this measure by communi- 
eating either by letter, telegram or telephone 
with the Representative of his district. 

115 W. North Avenue. 
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RESOLUTIONS 

WueEnreEas, the medical profession and hospitals 
are frequently called upon to render emergency 
aid in injury cases, better known as public lia- 
bility cases, and 

Whereas, in a majority of these cases the 
medical profession and hospitals lose their justly 
earned fees. Therefore 

Be it Resolved, that a committee be ap- 
pointed to present to the State Legislature a 
bill designed to cover such conditions, thus en- 
abling the medical profession and hospitals to 
collect their just dues by virtue of a lien similar 
to that of other professions. 

Recommended by the Resolution committee at 
Quincy, Ill., May 20, 1925, 





HISTORY TAKING OF CHRONIC 
GASTRO-INTESTINAL 
DISEASE* 


Wiii1am Gotpre, M.B., 


Associate Professor of Medicine, University of Toronto. 


TORONTO, ONT. 


The securing of a history of the development 
and course of the disturbances of function in an 
individual, and the analysing of this informa- 
tion, requires on the part of the physician, the 
utmost patience, concentration, and skill in cross 
examination. Granting the skill and persistence, 
the result in accuracy of conclusion is in pro- 
portion to the powers of observation used dur- 
ing the process, and to the breadth of knowl- 
edge and conception of human nature, bodily 
development and structure, functional activities, 
origin of disease, and the immediate causation 
of symptoms. 

The information obtained must be immedi- 
ately recorded as a written or dictated state- 
ment such as would be sent to a fellow practi- 
tioner, for the original notes seldom contain all 
the essential points revealed. If this be doubted, 
look upon old records and compare the history 
notes with the descriptive letter, or where there 
is no such letter, see if the diagnosis can be justi- 
fied without calling upon memory to supply es- 
sential points. 

Is it any wonder that the laborious and 
time consuming effort is so often shirked; that 
trust is placed in pathognomonic signs and 
dictums ; that undue emphasis is given to “films” 


*Read hefore the Interstate Post Graduate Assembly of 
America, Milwaukee, Wis., Oct. 27-31, 1924. 
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and that too frequently resort is had to explora- 
tory operation. 

The effort however, must be undertaken 
progress is to be made by the clinician and 
justice done to the patient. Especially is this 
required in dealing with diseases of the gastro- 
intestinal system, for here over eighty per cent 
of the points of evidence upon which a diagnosis 
is based arise directly from the history; fifteen 
per cent from physical examination, and less 
than five per cent from laboratory findings. 

The clinician for long years was handicapped 
by the meagreness of knowledge of the gastro- 
intestinal system and was diverted by the in- 
vestigations of the secretions from the consider- 
ation of those factors which are the more im- 
mediate cause of symptoms. 

But of late years the surgeon, radiologist. 
hacteriologist and physiologist have provided us 
with an abundance of facts and observations, 
which, illuminated by the old and new obser- 
vations in the allied sciences, such as biology 
and embryology, have given rise to new con- 
ceptions of the functional activities and corre- 
lations of the tract. So well do these concep- 
tions harmonize with clinical observation and ex- 
perience, that we can more confidently search 
for evidence in the historical details, and arrive 
at conclusions which a few years ago would have 
seemed impossible, 


-¢ 
li 


Of these conceptions probably the most im- 
portant are those built up with regard to the 
musculature. Just as the study of heart diseases 
has resolved itself into a study of the properties, 
the activities and correlations of the muscle cells 
and the controlling mechanism, and of the dis- 
turbances set up in these by damage, infectious 
or otherwise, so the study of gastro-intestinal 
disease has become a study of the smooth muscle 
cell and all that relates to its development, struc- 
ture, activities, controls, and disturbances of 
function. 

Embryological studies still leave many im- 
portant gaps in our knowledge of the evolution- 
ary development of the tract, but there are cer- 
tain general conceptions held in common by the 
opposing schools. Whether or not we believe 
Gaskell’s theory is not of material importance, as 
his theory of the origin of the primitive tube 
provides as well as any other a working con- 
ception applicable in clinical investigation. It 
was his belief that the vertebrate developed 
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from a primitive segmented worm-like organ- 
ism, and that appendages developed in pairs 
on the ventral surfaces of the segments, of which 
only those anteriorly and posteriorly have left 
vestiges in the course of evolution, namely, the 
branchial arches which go to make up the face, 
and an anterior and a posterior pouch which, 
penetrating the yolk sac between the infolding 
leaves of the central segments, joined to form 
the gastro-intestinal tract. 

With the development of the appendages a 
corresponding increase of nerve elements was 
necessary. These remain within the central 
nervous system but occupy a different position 
from the motor cells of the skeletal muscles, as 
can readily be seen when comparing the situ- 
ation of the nuclei supplying the only skeletal 
muscles in the face (the extrinsic muscles of the 
eve) with that of the motor nuclei of the facial 
muscles. 

He held that the muscles of these appendages 
were different in structure, and being a later 
development were not so closely linked up with 
the higher developments of the nervous system. 
That a difference does exist is seen in the co- 
ordinate and purposeful action of the facial 
muscles at birth in contrast to the incoordinate 
action of the skeletal or segmental muscles, and 
in the great difficulty we have in hiding emo- 
tion. The primitive tube being of even later 
development is farther removed from “higher” 
or “will” control, though still influenced by the 
basic senses and emotions. The extra motor 
nerve cell development required for its supply 
arises from the same tract as that supplying the 
face, but these emigrate from the central nervous 
system to accompany and remain in contact with 
the tube, and are known as the bulbo-sacrak 
outflow. The motor cells of this outflow multiply 
so enormously during the development and 
growth of the tract that the comparatively few 
connector fibres of the vagi and pelvic nerves 
can have but a general control over wide divi- 
sions of the tube. 

Other connections with the central nervous 
system develop later. In each of the central 
segments an extra development of motor nerve 
cells takes a place; these emigrating from the 
neural cord either gather as the sympathetic 
ganglia or become widely dispersed as in the 
case of those accompanying and embedded in 
the walls of the blood vessels. This emigration 
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is known as the thoracic-lumbar-outflow. As 
contact becomes established between the primi- 
tive tube and the central segments, invasion of 
the tube by blood vessels and other segmental 
tissues takes place. Thus, each portion of the 
tube becomes more or less intimately related 
with that segment in which it happened to lie, 
sharing in the sensory fibres and sympathetic 
neurons of that particular segment, and this 
relationship may be to the right or left half 
of the segment according to the lateral dis- 
placement of that portion of the tube. 

In this way the stomach becomes related to 
the 6th, 7th and 8th dorsal segments on the 
left side, the duodenum to the 9th dorsal seg- 
ment, the small intestine to the 10th dorsal, the 
appendix to the 7th or 8th dorsal on the left, 
the colon to the 11th and 12th dorsal segments 
mid-line ete. 

Secondary developments of the tract arise 
from the duodenum in the ninth segment, and 
the out-growths invade and establish contact 
with other segments. The liver stalk extend- 
ing to the right invades the tissues of the 
sixth to eleventh dorsal, and the displaced tissues 
(the diaphragm) of the fourth and fifth cervical 
segments. 

The gall bladder stalk passes to the right in 
the tenth dorsal segment but is rapidly isolated 
by its peritoneal covering. 

The pancreatic stalks pass to the left, and 
crossing the tenth deeply invades the eleventh 
dorsal segment. 

These sensory contacts help to explain the situ- 
ations of certain distresses associated with dis- 
turbances in this or that portion of the tract. 

A primary and permanent muscular coat de- 
_ velops from the “Mother” cells which accompany 
the primitive tube. A secondary and outer coat 
develop from “Mother” cells entering with the 
blood vessel invasion does at one stage of evolu- 
tion completely cover the tract, but in man is 
represented only by the sphincters (the internal 
anal sphincter,—the ileo cecal sphincter,—the 
sphincter of Odi, and possibly fibres embedded 
in the pylorus). 

The part that the various innervations play 
in the control of the musculature of the tract 
is only vaguely surmised. 

That stimuli travelling the bulbo-sacral route 
excite activity in the general coat and cause 
relaxation of the sphincters, and that the op- 
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posite results occur when stimuli travel the 
thoracic lumbar outflow is generally true, but 
there is evidence that stimuli along either may 
produce contraction of the pylorus, and merely 
modify the character of the activity and relaxa- 
tion in the rest of the musculature. 

The properties of the muscle cell consist of 
the power to initiate rhythmic active contrac- 
tion, to transmit stimuli to the adjacent cells, 
to develop continuous stationary contraction 
(tonic or tetanic), and to actively relax, 

While these properties are under a certain 
amount of external control by efferent stimuli 
along the two opposed routes, yet the principle 
control of activities and correlations seems to 
be by modification of these inherent properties 
by means of local neurons, local stimuli and 
local reflexes. 

Certain general activities of tract may be 
depended upon to be in constant play unless 
disturbed or reversed by obstruction, fright, etc. 
Faint rhythmic peristaltic waves are continu- 
ously travelling over the tract from the supposed 
point of origin in the cardia to the cecum, being 
modified here and there by the variance in 
properties and in local controls. Transmission 
of contraction from any one point of stimulus 
spreads farther and more readily downwards. 
Contraction occurs over the content and the tract 
beyond relaxes before the oncoming food. 

In the course of the development of the gastro- 
intestinal tract, the properties of the muscle cells 
and the character of the correlation by local 
control, are modified to bring about special ac- 
tion of the musculature. The stomach muscula- 
ture may be taken as an example. At least two 
distinct divisions, originally separate pouches, 
can be recognized, not only by the sharp line 
of demarkation existing in the mucus membrane, 
but by the properties of the muscle and the 
character of the correlation. 

The musculature of the cardia can readily 
initiate rhythmic contraction, can actively relax, 
has no great power of active contraction, but is 
able to maintain prolonged general and almost 
stationary contraction ; produces only weak shal- 
low peristaltic waves, and is not easily provoked 
to prolonged local contractions ; while the muscu- 


lature of the pyloric antrum can be readily pro- 
voked to prolonged local contractions, shows dee} 
peristaltic waves, is capable of strong active con- 
traction, and relaxes but slightly. 


The junction 
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of these two musculatures is not abrupt as is 
that of the mucus membranes, merging rather 
diffusely. Yet it is in this region of an old 
sphincter that the property of maintaining pro- 
longed local contraction is seen at its best, in 
ihe production of hour glass stomach in re- 
sponse to local or distant stimuli. 

The stomach is a hollow muscular mechanism 
which acts as a receiving, preparing and . de- 
livering chamber. 

In receiving, the cardiac opening must relax, 
and this it does gradually during the passages 
of six to ten boluses. The first bolus requires 
a force equal to twenty-six c.m. of water to 
pass the opening, but the force required lessens 
with each bolus. 

The stomach as a whole, relaxes before the 
oncoming food, but this takes place principally 
in the cardia, which lengthens and widens to a 
variable extent, until some unknown stimulus 
establishes a gradually increasing tonic contrac- 
tion, which accompanies the sense of being filled 
and satisfied. 

The general contraction of the stomach with 
the long periodic waves of active contraction and 
relaxation, and the periodic accentuation of the 
peristaltic waves are usually parallel, but not 
necessarily so. In general, the stronger the 
general tonic contraction, the less visible are the 
peristaltic waves. In tetany affecting the 
stomach the general tonic contraction may be 
so excessive as to narrow the stomach to a mere 
tube which has a widely open pylorus and no 
visible peristaltic waves; while a loose atonic 
stomach may periodically show excessive peris- 
taltic waves. A few minutes after, and at times 
even before the end of the meal, the mechanism 
of delivery begins. , 

Delivery of food through the pylorus to the 
duodenum necessitates the application of force. 
The most economical force is gravity, and here 
it plays a part, for the level of food in the cardia 
is above the level of the pylorus. To keep this 
force in action only slight energy need be ex- 
pended by the longitudinal and oblique fibres 
in shortening or tucking up the cardia. 

A force due to increasing intragastric pres- 
sure is established by the tonic contraction of 
the stomach wall as a whole. 

A third force is brought into play through 
the propulsive action of the peristaltic waves 
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progressively increasing local intragastric pres- 
sure. 

None of these forces require to be great, as 
delivery must depend, not so much upon the 
force as upon the size and regulation of the 
outlet. This by analogy should be regulated 
autcmatically in relation to the activities of the 
stomach. Of this relation there is some evidence 
in that about any given mean caliber of the out- 
let the only apparent variations are in relation 
to the peristaltic waves—the pylorus relaxing 
before and contracting with the wave as it ap- 
proaches and involves the pyloric musculature, 
being relaxed about two-thirds of the time during 
the height of stomach delivery. 

The mean caliber of the outlet, however, must 
be determined either by a special local contrac- 
tion of the pylorus, or as part of a general tonic 
contraction of the stomach or pyloric antrum. 

The regulation of the mean caliber is as yet 
undetermined, though it is known that acid and 
alkali reactions play little or no part. Yet we 
must believe that delivery is made according to 
the capability of the tract beyond to handle and 
pass on the content, and it is to be expected 
that difficulties in the tract beyond would in- 
fluence the activities of the stomach to receive, 
to deliver, or to reject. 

As yet the mechanism of these influences has 
not been discovered, but sufficient observations 
have been recorded to support the inference as 
to the reality of these reflexes and to justify 
the drawing of conclusions from the occurrence 
and timing of various gastric symptoms. 

The above sketch is of course tentative and 
need not on this occasion be continued. It is 
given as an example of the means by which 
interest in the analysis of details may be kept up. 
Each one must build up a working hypothesis, 
to be changed to a more tenable form when 
opposed by fact or clinical experience. 

In the development of a history of a case of 
indigestion it is well to postpone any consider- 
ation of symptoms until the course of the disease 
and the timing of the symptoms has been fully 
established. This is generally true, for a list 
of the symptoms of scarlet fever, typhoid fever 
and syphilis, when merely recorded as terms 
are much the same, but the general course of the 
attack, the severity and relations of the symp- 
toms, etc. reveal the distinguishing features. 

While this is well recognized it is not always 
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acted upon. Too frequently the record of a list 
of symptoms ends with—“A typical case of —.” 

The inquiry into the course of an “indiges- 
tion” should be particularly directed to the de- 
termination of: 

1. The duration of the attack or attacks. 

2. The length of the intervals. 

3. Whether the type of the symptoms at the 
onset are the same as those throughout the at- 
tack. 

4. Whether the present attack has the same 
characteristics as the first and all other attacks. 

5. Whether the intervals were formerly and 
now are absolutely free of any abnormal sensa- 
tions. 

6. Whether anything provokes or exaggerates 
an attack. 


x 


7. Whether any change in the routine, in the 
functional activities, etc. eases or cuts short an 
attack. 

Close cross examination on these points fre- 
quently yields sufficient evidence for a provisional 
diagnosis which further investigations confirm. 

Some general statements can be made about 
the information obtained from 
amination : 

1. An indigestion which begins about mid-life, or 
an indigestion in which the character of the attacks 
has changed must be considered as due to a malignant 
growth until you can prove there is no malignancy. 

2. A continued indigestion characterized by an 
absolute freedom in the interval, close inquiry must be 
due to a lesion lying outside the main upper tract. It 
is important however, to check such a history of ir- 
regularity by inquiry as to whether the irregularity 
is due to changes in routine or the taking of palliatives. 

3. An indigestion with regularity of duration of at- 
tack and interval, but with onset symptoms of a char- 
acter different from those of the main course of each 
attack or most of the attacks indicates that the lesion 
lies without the main upper tract. 

4. An indigestion characterized by regularity in the 
duration of the attack and interval, and with absolute 
freedom from discomfort in the interval, indicates a 
local lesion in the main upper tract. If there is not 
absolute freedom in the interval, close inquiry must be 
made as to the timing of the discomfort or unease that 
is felt in the interval. 

5. The occurrence of changes in the attacks other 
than variation in the severity of symptoms indicates 
that a new factor is acting: Such a factor might be 
a narrowing of the lumen, extension of the damage 
through the wall to the peritoneum and adjacent struc- 
tures, or the onset of malignancy. 

6. The indigestion that begins with worry and 
anxiety emotions and ceases immediately the cause is 
removed, has no organic basis, but if continued after 


such cross ex- 
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the removal of the cause, there is a secondary and 
probably minor cause acting reflexly, such as func- 
tional colonic stasis. 

7. Indigestion that is eased by soda bicarbonate 
without consequent belching is due to a local lesion 
or local spasm in the stomach or duodenum. If relief 
is only obtained by consequent belching, there is either 
no local lesion in the stomach, or partial obstruction 
has been added to the local lesion. 

8. Indigestion in relation to one special article 
of diet is probably anaphylactic in origin. 

The inquiry then turns to the daily cycle 
for the accurate determination of the time of 
occurrence of the symptoms. For this pur- 
pose the day is divided into six periods: The 
period between rising and breakfast; the periods 
of the meal times up to the next meal, in which 
care should be taken to differentiate the charac- 
teristics of the early and late distresses; the 
period of retiring, and the period of the night. 

The period between rising and breakfast is 
clear of all abdominal distress in uncomplicated 
“ulcer” and chronic gall bladder disease. If 
abdominal distresses do occur, “anxiety indiges- 
tion,” ileal regurgitation during the night, peri- 
toneal or posterior abdominal wall involvement, 
carcinoma of the stomach, chronic gastritis, etc., 
may be the cause. 

The time of the distress after the meal directs 
attention to those parts of the tract which are in 
the height of activity at that time. To determine 
which of the active parts is in a state of irritabil- 
ity, the character and position of the distress, the 
reflex segmental symptoms, the general course, 
ete., must all be taken into consideration. 

The cycle of the next two meals must be 
worked out in the endeavor to find out if the 
gastric cycle is disturbed by defects in handling 
the content or by the presence of a point of irri- 
tability in the more or less distant divisions of 
the tract. The individual symptoms must be 
carefully inquired into and no reliance placed on 
hackneyed terms. Full descriptive phrases must 
be used so as not to confuse “distaste for food,” 
“dread of consequences,” etc., with “lack of de- 
sire for food,” ete. 

Many of the symptoms are so often associated 
with a special muscular action in some part of 
the tract as to suggest the relation of cause and 
effect. But I shall confine myself to a short 


statement of the origin of “abdominal pain” as 
distinguished from pain arising from skeletal or 
segmental tissues. 

Pain in the abdomen arises in 
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1. Muscle—by excessive muscular contraction or the 
stretching of contracted muscle. The pain is not con- 
stant, “crampy” or “colicy” when brought on by peris- 
taltic waves, more prolonged when due to a general 
contraction or to the stretching of contracted muscle 
as in the so-called “distention pain.” It usually occurs 
or is exaggerated when the part affected is at the 
height of its usual muscular activity. 

2, Peritoneum—when inflamed; the pain being con- 
stant. 

3. Inflammatory infiltrations, as in the case of 
lymphangitis and perilymphangitis extending from 
“ulcer” or carcinoma, The pain arises when the tissue 
is stretched or pressed upon, and its acuteness is in- 
stantly relieved by certain changes in posture. 

4. Solid organs, when inflamed and distended. 
This pain is of course constant, and the patient when 
indicating its position usually uses both hands and 
speaks of it as being “in there” or “through there.” 

The final development of the history is for the 
purpose of revealing predisposing and direct 
causes, remote or recent. 

As a teacher I find it a difficult task to im- 
press students with the significance of the inquiry 
into family and past history. Patience becomes 
exhausted when record after record appears with 
—Father, alive and well”; “Mother dead of 
penumonia, aged sixty”; “Patient had scarlet 
fever at seven years, chickenpox at nine years,” 
We are not inter- 


without any qualifications. 
ested in whether the parents are alive or not. 
What is of interest is whether they could have 


transmitted any fault or infection. It is not 
the self-limited diseases of the patient, but the 
recoveries from these that are of importance. 

Rarely do the records mention the prolonged 
ailments of infancy that may stunt the develop- 
ment of special tissues or the whole body, or the 
minor ailments that indicate the presence of 
those prolonged and recurring low grade infec- 
tions, whose localizations may cause special dam- 
age and which may recur later in life. 

In reviewing my records I find several points 
arising out of the histories of certain groups of 
cases of indigestion which may be of interest. 

In duodenal ulcer cases with symptoms there 
is usually a clear and definite history. The at- 
tacks are clear cut, of weeks or months duration, 
only rendered irregular by changes in routine or 
by the use of palliatives. The onset symptoms in 
any attack are those that continue throughout the 
attack. The intervals between the early attacks 
are free of symptoms until the peritoneum be- 
comes involved by the inflammatory process and 
adhesions. The timing of the symptoms is after 
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the height of stomach delivery, be that one hour 
or four hours after the meal, and occurs after the 
same meal every day. With this course and tim- 
ing, less emphasis need be placed on the indi- 
vidual symptoms in making the diagnosis, In 
the early attacks there may be only one symptom, 
such a “heartburn,” “goneness and sinking,” 
“epigastric tenderness,” and such attacks may 
recur for years before the more definite symptoms 
of duodenal spasm occurs. 

A search for remote causes in the past his- 
tories of cases of ulcer of the stomach and 
duodenum has for me been barren of results, and 
while agreeing with those who believe that ulcer 
is due to infection, I have not been able to secure 
evidence in the past history of pre-existing low 
grade infections in a _ sufficient number of 
cases to justify any conclusions, though the 
family history is often suggestive. The out- 
standing feature of the histories is the extreme 
variableness of the symptomatology of gastric 
ulcer in contrast to that of duodenal ulcer. This 
variability I look upon as due to the varying 
properties of the musculature in the different 
parts of the stomach, and the peculiaries of cor- 
relation. Ulcer may exist in the cardia for long 
periods of time without or with slight symptoms. 
It may first attract attention through hemorrhage 
or involvement of the peritoneum or the stretch 
of inflammatory infiltration in the gastric hepa- 
tic omentum. If lying close to the cardiac open- 
ing we may expect some difficulty in the process 
of swallowing or relaxation of the cardia, with 
regurgitations or supersensitiveness, and the oc- 
currence of heartburn. At the junction of the 
cardia and the pyloric antrum local contractions 
may become extreme without severe distress until 
obstruction develops. The usual description of 
the symptomatology of gastric ulcer applies to 
ulcer as it occurs in the pyloric antrum, and it 
may apply to ulcer in the lower cardia. 

The most common organic cause of indigestion 
is chronic gall bladder disease, constituting ap- 
proximately 45% of all the organic causes. 

Uncomplicated cases have no distress on awak- 
ening in the morning, the discomforts coming 
soon after the meals when the biliary symptom is 
active, but they vary as to recurrence from day 
to day and from meal to meal. The amount of 
food taken seems to have more influence than 
the kind of food, in bringing on the attacks 
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through increasing the work of the biliary sys- 
tem. An increasing desire for food, even to 
ravenous hunger, often precedes the worst at- 
tacks, and is most frequently noted in those cases 
of single stone embedded in the pouch at the 
neck of the gall bladder. 

The course of the indigestion is very prolonged. 

Jsually the severity of the symptoms increases 
as years go by and quite frequently in the later 
stages there is little or no comfort in life. In 
the majority of cases there are no clear cut at- 
tacks and rarely is there complete freedom in 
the so-called intervals. 

The symptoms are usually—a sense of fullness 
in the epigastrium which may go on to an agon- 
izing pressure, of which the patient remarks: 
“Tf I could only rip it open I would be in com- 
fort”; epigastric bloating, occasionally to such a 
degree that the outline of the stomach can be 
readily seen. Belching usually accompanies this 
discomfort, is evidently intentional, and if it 
cannot be brought on easily relief is sought by 
forcing belching through the taking of soda bi- 
carbonate or by inducing vomiting. The stomach 
is held high, and this is confirmed by the radio- 
graphic finding of a “cowhorn” stomach. 

The site of the accompanying pain varies ac- 
cording to the situation of the reflex spasms set 
up in the lower end of the esophagus, stomach 
and duodenum. The pain in the region of the 
right shoulder indicates involvement of the liver. 
Local pain over the gall bladder region usually 
indicates a spread of the inflammation to peri- 
toneum or sub-peritoneal tissues. The presence 
of nausea out of proportion to the other symp- 
toms suggests lower duct involvement with 
spread to the pancreatic duct and pancreas. The 
occurrence of mucous colitis in the ordinary 
dyspeptic is in 90% of the cases associated with 
gall bladder disease. 

In the past chronic gall bladder disease was 
looked upon as a disease of early middle age, but 
close inquiry fails to reveal in the great majority 
of cases a recent and definite onset. Even in 
those cases where the symptoms are described as 
beginning with some particular illness, a period 
of nervous tension, or a pregnancy, one finds that 
the patient has had slight symptoms without 
much distress, occurring irregularly at the usual 
time after meals, and that he had always to be 
more or less careful of his diet even during the 
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period of the greatest youthful vigor. Going 
further back, the outstanding feature of the dis- 
turbance in school days is the occurrence of 
bilions attacks. Another but much smaller group 
can be traced back to an acute cholecystitis or 
biliary infection in young adult life. A still 
smaller group can only be traced back to the first 
attack of biliary colic or the rather sudden onset 
of indigestion. 

From a group of this type of indigestion, 185 
cases (of which 125 have already been reported) 
were selected because gallstone colic, or definite 
radiographical evidence of stone shadows, or 
surgical findings—left no doubt as to the gall 
bladder involvement. The histories of these re- 
vealed that 67% had suffered from frequently 
recurring bilious attacks in childhood, 21% could 
not be traced beyond what was, or presumably 
was, a cholecystitis or an attack of appendicitis, 
while 12% could not be traced beyond the sud- 
den beginning of indigestion or the first gallstone 
attack. When all cases of indigestion diagnosed 
as due to chronic gall bladder disease were in- 
cluded, the analysis changes these percentages 
but slightly—to 64%, 29% and 14% respec- 
tively. One thousand cases of all kinds of affec- 
tions other than those diagnosed as indigestion 
due to chronic gall bladder disease, gave a history 
in only 7.8% of recurring bilious attacks in 
childhood. Of this 7.8% nearly all spoke of the 
attacks as being few in number. 

In obtaining the information with regard to 
bilious attacks, a careful distinction was made 
between migraine or sick headaches, vomiting 
spells, acidosis and bilious attacks. None were 
classified as bilious attacks unless the onset was 
gradual, with malaise, loss of appetite, dull head- 
ache, nausea, etc., leading to vomiting, with 
slow recovery and a duration of two or more 
days. No attacks of sudden onset with nausea 
and vomiting and rapid recovery were included, 
nor where any of those which began with acute 
pain in the head, even if not one sided. 

I have a firm belief that there is an ileal 
regurgitation associated with a definite symptom 
complex. The course consists of attacks, not 
clear-cut in onset. In the early stage the dur- 
ation might be a few days to weeks, in the later 
stages extending for many months. They usually 
coincide with periods of over-work and over-ten- 
sion, and the intervals with a change of 
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routine and an increase in physical exercise. The 
daily cycle is that the patient wakens tired, 
miserable and depressed, with some slight ab- 
dominal distress in the lower abdomen, especially 
on the right side. These distresses are usually 
vague. There is indifference or even distaste 
for breakfast, with slight gastric symptoms soon 
after. The patient feels unfit for work because of 
physical and mental depression. The noon meal 
is taken with indifference but rarely with dis- 
taste, and about two or three o’clock in the after- 
noon the symptoms abate gradually, with an in- 
creasing sense of wellbeing. There is no desire 
for the evening meal, and the patient, free of dis- 
tress, is clear and bright throughout the evening, 
only to have a recurrence the following day. 
The taking of a laxative lessens the severity of 
the symptoms, but does not cut short an attack. 

Investigation of these cases by the feeding of 
barium with the evening meal, and any nourish- 
ment that may be taken later shows that 30% or 
40% of the barium is in the lower ileum before 
breakfast ,and that there is a lessening ebb and 
flow in this amount until early afternoon, when 
all trace of it has passed from the ileum. One 
might look upon this as ileal delay if it were not 
that examination in the middle of the, night 
shows that a very small percentage of the barium 
is in the ileum, also it does not conform in tim- 
ing, though it does in symptomatology to the 
ordinary ileal delay. 

Tleal regurgitation, as regurgigation, may occur 
in any individual without production of local or 
general symptoms, just as does regurgitation in 
the esophagus. The nature of the material regur- 
gitated seems to determine the origin of symp- 
toms in the case of regurgitation into the eso- 
phagus, and probably the same holds true of 
regurgitation into the ileum. The cause of this 
ileal regurgitation seems to be entirely related to 
obstruction in the colon beyond and a failure of 
the local musculature in the ileum. 

Tleal delay, when not due to recent operation, 
has a course beginning with short attacks of a 
few days, coming on when over-tired or worried ; 
the intervals at first are long, gradually shorten- 
ing as the attacks lengthen, until the only period: 
of comfort coincide with complete change of 
routine, as when on holidays, with much physical 
exercise ; the attacks gradually increase in sever- 
ity of symptoms but are unchanged in character. 
The patient wakéns bright and clean; has de- 
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sire for breakfast, and though tiring more easily 
than usual, has no particular discomfort until 
soon after an unrelished lunch. The most pro- 
nounced symptom is a heavy distressing lethargy 
of body and mind—“I am dopey and miserable,” 
“absolutely unfit”; with this may come vague 
unease or discomfort in the lower abdomen, and 
minor gastric symptoms. The heaviness lessens 
slightly during the afternoon. There is no relish 
for the evening meal, and the discomfort in- 
creases in the evening if there is “nervous ten- 
sion” or an attempt at mental effort. 

Inquiry rarely reveals a remote history of an 
acute abdomen; most frequently the patient can 
give no other information than that—“I was 
never robust but was able to do everything,” and 
that one or both parents were nervous and easily 
exhausted. 

In closing I wish to direct your attention to 
the importance of determining the presence of 
migraine of the hereditary type in the family of 
the individual suffering from chronic gastro- 
intestinal disease, and to add my voice to the 
warning already given as to the bad and even 
disastrous results which follow upon laparotomy 
in such individuals. 

Five years ago on reviewing the case records of 
patients who on my advice had submitted to 
laparotomy for various chronic gastro-intestinal 
diseases, I found that of those who said: they 
were no better or worse nearly 30% were mi- 
graine cases, while of those in whom the results 
had been satisfactory, none gave a history of 
migraine. Since that time I have seen sixty- 
six patients, who having a history of hereditary 
migraine had had the abdomen opened for “in- 
digestion” or abdominal distress. All but two 
were infinitely worse and these two were ap- 
proaching the menopause at the time of oper- 
ation. 

Such results as these, taken together with the 
warnings from many sources should deter a 
surgeon from opening the abdomen of a migraine 
patient except where life is endangered by some 
clearly defined condition, or possibly in the case 
of a migraine patient who had passed the meno- 
pause. It is such migraine patients that provide 
most of those physical wrecks, who with three, 
four, five, six, seven, yes, even nine laparotomy 
sears are only too frequently seen in the hospital 
wards. 
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The blood-pressure in the retinal vessels can 
now be as directly determined as that in the 
brachial artery. The same principle is utilized, 
In the determination of the systemic blood-pres- 
sure by the palpatory method, vou will recall that 
up to a certain point as the pressure against the 
artery increases the pulse exeursion increases. 
The pulse excursion reaches its maximum when 
the pressure applied against the artery is equal 
to the diastolic blood-pressure. Further increase 
of pressure causes the pulse excursion to pro- 
gressively diminish, till at the point when the 











pressure against the artery is equal to the sys- 
tolie pressure, it becomes impalpable. Similarly 
in the determination of retinal blood-pressure, 
pressure is applied against the eyeball, but the 
arteries are directly observed with the ophthal- 
moscope, and criteria are visual. 

Normally the pulse excursion in the retinal 
arteries is too slight to be detected ordinarily, 
but with the magnifying ophthalmoscope of 
Gullstrand it can be observed. However, if while 
looking at the fundus with the ordinary ophthal- 
moscope, the observer exerts gently increasing 
pressure on the globe, an arterial pulse will ap- 
pear. As the pressure on the globe increases so 
does the amplitude of the pulsation,—to a certain 
point; and then grows less and disappears. If 
the pressure is further continued, suddenly the 
artery will be effaced and, blended with the tissue 
anemia about it, is no longer visible. 

Bailliart of Paris in 1917 designed a spring 
tension instrument for compression of the eye- 
ball, which he has called an “ophthalmo-dyna- 
mometer.” (Fig. 1.) The graduations are in 
grams water, and the graduated rod measures up 
© 150 grams. The terminal dise which serves 
a: the compressing surface is very slightly con- 
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Fig. 1. The Ophthalmo-dynamometer of Bailliart. 





vex. This shape is safer than a concave surface, 
and can be placed more accurately against the 
eyeball. 

The instrument must be applied directly 
against the conjunctiva. The most suitable point 
is the outer portion of the eyeball, a little pos- 
terior to the insertion of the external rectus 
muscle. The instillation of two drops of holocain 
facilitates the examination. .The procedure is 
quite painless,—only the sense of pressure is felt. 
It is inadvisable however to employ a pressure 
of over 150 grams ;—this is less than that which 
the patient would use in squeezing his own eve- 
ball. 

The instrument must be applied perpendicu- 
larly to the globe and in the horizontal plane. 
and kept so throughout the examination. It 
must not be allowed to slip above, below, or pos- 
teriorly. 








With the dynamometer in position, the ob- 
server concentrates on the arteries at the disc. 
The electric ophthalmoscope is essential, as the 
position of the dynamometer interferes with the 
reflection of light by an ophthalmoseopic mirror. 

On the dynamometer is a raised ring which 
the observer grasps between the thumb and index 
finger of the left hand. After the instrument is 
placed in position, the free fingers rest against 
the temples to steady the hand. 
commenced gently. 


Pressure is 
As soon as the pulse appears, 
the light from the ophthalmoscope is thrown on 
the graduated rod and the reading noted. Pres- 
sure is then continued till the pulse disappears 
when a second reading is made. 

The movement of the head necessary to note 
the findings, after a little practice, will occasion 
no difficulty. Still with a free finger one could 
hold the rod in the registered position, and bring 
the instrument to the light. 

Though it is the maximal pulsation that 
theoretically denotes the diastolic pressure, prac- 
tically there is so little difference between this 
and the first visible arterial pulsation, that the 
latter can be considered a proper criterion. 

Though the compression should proceed gently 
the readings must be determined without undue 
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delay; otherwise changes in intra-ocular tension 
tend to take place, and too high readings may 
result. 

The dynamometer readings indicate the gram 
pressure applied to the eyeball, but do not give 
the pressure transmitted to the retinal arteries. 
Bailliart has particularly studied how intra- 
ocular tension is modified by outside pressure, 
and has embodied his results in a table. Employ- 
ing this, one needs but know the initial intra- 
ocular tension to translate the dynamometer read- 
ings at the appearance and disappearance of the 
arterial pulse into terms of millimeters mercury. 

In eyes with normal tension, it generally re- 
quires a dynamometer pressure of 25 grams to 
induce the appearance of the arterial pulse; and 
60-70 grams to cause its disappearance. ‘Trans- 
lated in terms of the table, this means that the 
average retinal blood-pressure is diastolic: 30-35 
mm, mercury; systolic: 65-75 mm. mercury. 
Among normal individuals, all other factors be- 
ing equal, the findings are fairly uniform. 

Under physiological conditions, the pressure in 
‘he retinal arteries is entirely dependent on the 
‘ystemic blood-pressure, and follows its varia- 
ions. Knowing the latter one can safely predict 
the former, and vice versa. Multiplying the sys- 
temic diastolic pressure by .45 will give the 
retinal diastolic pressure; and multiplying the 
systemic systolic pressure by .54 will approxi- 
mate the retinal systolic blood-pressure. 

The diastolic pressure in the retinal arteries is 
almost on the capillary level. The systolic pres- 
sure has not fallen proportionately so much, for 
to it belongs the duty of overcoming the great 
capillary resistance; and in this task its energy 
will be quickly spent. In the capillary bed itself 
there is no pulse, and diastolic and systolic pres- 
sures becomes one. 

The venous exit-pressure oscillates with the 
cardiac cvele above and below the intra-ocular 
tension. Accepting Priestley Smith’s value of 
normal intra-ocular tension, 24 mm., the venous 
exit-pressure then would be between 22-25 mm. 
mercury. 

The blood-pressure in the capillary bed is prac- 
tically uniform. Its value cannot be directly 
measured, but we know it must be between the 
diastolic pressure of the central artery, and the 
pressure in the central vein; that is, between 35 
and 25 mm. mercury, or about 30 mm. The 
value inferred as the average pressure in the 
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retinal capillaries is similar to that which physiv- 
logists have found for the capillaries of the skin. 

One can diagnose pronounced cases of retinal 
hypertension without apparatus by noting the 
stronger finger pressure required to suppress the 
arterial. pulse. Though it is more difficult, the 
practiced finger may even recognize also when it 
requires more than the usual pressure to induce 
the arterial pulse. 

Measured by the dynamometer, the pressure in 
the central artery may reach to 120 mm, dia- 
stolic. The heights that its systolic pressure may 
reach we cannot at present measure, since it is 
both impracticable and inadvisable to exert with 
the dynamometer a pressure greater than 150 
gm. When this pressure does not suppress the 
pulse we merely note: Retinal systolic pressure 
> 150 gm. 

Hypertension may exist in the retinal vessels 
without any noticeable alteration in their appear- 
ance. The sole objective sign is often that furn- 
ished by the dynamometric study of the reactions 
of the arterial pulse to ocular compression. 

Sudden attacks of visual obscuration occurring 
in apparently healthy subjects is suggestive of 
retinal hypertension. Black specks that come 
and go independently of the ocular movements is 
a suspicious complaint that is perhaps most fre- 
quently elicited. Occasionally there is noted in 
the periphery of the visual field instead of black 
specks a movement of sparkling points that 
abruptly appear and disappear. 

Many patients with vague visual disorders 
often yield completely negative objective findings. 
Though the individuals complain of seeing ob- 
jects through a haze, the visual acuity and the 
visual fields may be normal. This subjective 
condition is usually ascribed to a failure of the 
accommodation, and glasses are prescribed ac- 
cordingly ; but in reality these are often cases of 
retinal hypertension, It is important that such 
a condition be discovered, for, if warned by the 
local increase of tension we locate the cause and 
treat the patient accordingly, we may avert 
further inroads and generalized changes. 

The finding of retinal hypertension may be the 
first suggestion of systemic involvement. Here 
is a case in point: Laborer, age 32, a heavy eater 
and well developed, complained of a haze con- 
stantly disturbing his vision. The ophthalmos- 
copic findings were negative, but the blood-pres- 
sure in the central artery was: diastolic, 70; 
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systolic > 150. The systemic blood-pressure 
was: diastolic, 170; systolic, 250. The Wasset- 
mann test being negative, general measures were 
instituted, including regulation of diet, purga- 
tion, and a course of potassium iodid. In two 
months the haze had completely disappeared ; 
the retinal blood-pressure had gone down to: 
diastolic, 60; systolic, 120;—the systemic pres- 
sure was down to 130/205. The patient then 
discarded his regimen and resumed his former 
habits, with a recurrence of all symptoms result- 
ing a month later. 

Whenever the retinal blood-pressure shows an 
abnormally high value, we should first consider 
systemic conditions as the probable basis. Nor- 
mally the retinal diastolic pressure is .45 of the 
systemic diastolic pressure; but in hypertension 
cases the retinal diastolic pressure is more than 
proportionally elevated. The retinal diastolic 
pressure is particularly high in the retinitis of 
pregnancy, and in albuminuric retinitis. In 
these cases the local hypertension may precede 
all other ophtholmologic symptoms. In obscure 
forms of retinal hypertension, syphilis is to be 
thought of as a frequent factor. 

With increased pressure in the cerebrospinal 
fluid, the retinal blood-pressure is frequently ele- 
vated, often without the systemic pressure being 
changed. 

The most formidable danger of retinal hyper- 
tension is hemorrhage. Another complication is 
angio-spasm, engendered by the overdevelopment 
of the muscular coat that occurs as a compensat- 
ing effort in these hypertension cases. 

Retinal hypotension is less frequently en- 
countered than retinal hypertension, and gener- 
ally accompanies a diminution of systemic pres- 
sure. This condition occurs acutely in syncope, 
severe hemorrhage, and before death. 

The treatment of circulatory disorders of the 
retina must in each case be directed against the 
special etiologic factors involved. Reliance must 
be placed on general measures, and particularly 
the patient’s regimen must be controlled. Locally 
very little can be done. The association of in- 
ternist and ophthalmogist is as indispensable in 
the treatment as in the diagnosis. The oph- 
thalmologist must actively direct the therapeutic 
measures, just as he would in a luetic lesion. 
The importance of the eye is so great that the 
ophthalmologist must prepare to accept full re- 
sponsibility in whatever relates to it. 
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The peripheral dilatation induced by the ni- 
trites means an increased flow in the retinal 
arterioles, capillaries, and venules. This action 
makes the vasodilators as dangerous in certain 
cases as they are valuable in others. Suppose a 
patient with systemic hypertension has retinal 
hemorrhages, a marked retinal hypertension, and 
dilated vessels. ‘The administration of these 
drugs in this case would but favor further hemor- 
rhages and exudation. 

Another case of systemic hypertension may 
show constricted vessels, surrounded by perivas- 
cular connective tissue. The character of the 
arteries, and an associated low venous pressure, 
indicate that the process of obliteration has 
already affected the capillary bed. The nitrates 
—would that their action was less fugacious !— 
will have here a desired and favorable effect. 

The iodides in high dosage tend to diminish 
the viscosity of the blood,—it is probably by this 
means that they lower the blood-pressure,—but 
this diminished viscosity is favorable to retinal 
hemorrhages, and this possibility should be in 
mind in the use of this drug. 

In arterial spasms the vasodilators are the 
chief agents in the symptomatic treatment. 
Opiates act well as adjuvants. When the spasms 
tend to recur, antispasmodics of the type of 
valerian are indicated. Arterial spasms produce 
subjectively attacks of transient blindness. Where 
thrombotic formations exist, the spasms favor 
arterial obliteration. Hence it is well for a pa- 
tient thus afflicted to keep an ampoule of amyl 
nitrite always about him for use the moment an 
attack of obscuration supervenes. 

My personal interest in the determination of 
retinal blood-pressure dates from my contact with 
Bailliart in Paris in the spring of 1921. Bail- 
liart recently has embodied his researches in this 
field in a most interestng and illuminating mono- 
graph, the translation of which I have under- 
taken. The foregoing article is wholly based on 
Bailliart’s work, and is submitted merely as an 
introduction to this book, which now in French, 
will shortly be available in the English language.' 

25 E. Washington St. 





?This instrument can now be obtained from Von Mueller 
& Co., 1885 W. Van Buren St., Chicago, who are the Ameri- 
can agents of the French manufacturers. 


1Bailliart, P. The Retinal Circulation in Health and Disease. 
Translated from the French by James E. Lebensohn. (Wil- 
liams and Wilkins, Baltimore, Md.) To be published. 
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HEMATURIA FROM A TRAUMATIC. 
RUPTURED KIDNEY 


E. C. Keuty, B. 8., M. D. 
PEORIA, ILL. 


Blood in urine is a warning of a pathological 
disturbance usually caused from disease of some 
part of the urinary tract. It may be due to an 
injury of a portion of the urinary tract, or disease 
of other organs involving the urinary apparatus 
and there are also a limited number of general 
diseases which produce a hematuria. ‘This con- 
dition may be apparent macrorcopically or micro- 
scopically, it may be periodic in character or may 
persist for days or even weeks. Blood may occur 
only in the urine in the form of hemoglobin, that 
is without the presence of erythrocytes micro- 
scopically. 

Diagnosing a case of hematuria, there are 
usually other symptoms associated with it which 
will give suggestions of what may be the etic- 
logical factor. Injuries of the kidney may cause 
hematuria and the diagnosis is usually very 
obvious. 

The kidney is firmly held in place by its at- 
tachments while its consistence is such as to pre- 
clude elasticity. Hence a blow or undue pressure 
may cause a rupture. All the causes of injury 
that may take part in the production of lesions 
elsewhere may also induce renal lesions which 
may consist of contusion, laceration or rupture. 

The most common ways of obtaining a rup- 
tured kidney are: crushing injuries in lumbar 
region, falling on back or side from raised po- 
sition to the ground, falling from height to feet 
or buttocks (indirect violence producing rupture), 
(kicked by a horse), (back or side), kicked or 
kneed (mostly football accidents), run over, 
hit in the back by falling objects (usually when 
stooping), external wounds (stabs, etc.), falling 
while walking, and glancing blows from passing 
vehicles. 

The slight injuries of the kidney are treated 
expectantly while severe cases require surgery. 
The two salient symptoms of severely injured 
kidney are hematuria and perirenal hematoma. 

If the hematoma constantly increases it de- 
mands immediate operation to prevent death 
from hemorrhage. There is danger that a hema- 
toma may become infected if an operation is not 
done and there is a second danger of fibrous 
coating around the kidney which may prevent its 
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functioning and give rise to a chronic sclerous 
perinephritis. 

Rupture usually occurs along the line radiating 
from renal pelvis. The line of cleavage usually 
follows direction of urinferous tubules. 

The first instance of a nephrectomy for a rup- 
ture was performed in 1883 by Dr. Henry Row- 
den at an infirmary for children at Liverpool. 
Patient died of cystitis and pyelonephritis 23 
days following operation. Indications for ne- 
phrectomy are: Renal pedicle is torn, the kidney 
is lacerated in several places, a tear extending to- 
wards the renal pelvis, but the kidney having a 
short pedicle and can not be delivered ; an exten- 
sive rent in renal pelvis (which can not be su- 
tured), or ureter is completely avulsed and if the 
injured kidney is hydronephrotic or otherwise 
severely diseased. 


Max Talbot, eight years of age, with a negative 
family history and a negative history of any previous 
illnesses. About 7 P. M. Aug. 13, 1924, while run- 
ning across the street, was hit by a fender of a 
Ford coupe in the left lumbar region, which knocked 
him down, causing two small lacerations of forehead. 
He got up and ran over and sat on the curbing. 
The motorist stopped to take him home, but he got 
up and ran home, a distance of two blocks. 

On examination, ‘his pulse was 90, good quality, 
with rigidity of upper rectus on the injured side 
and a small bruised area about size of a dime in 
left lumbar region. He was sent to hospital, com- 
plained of pain in his upper left abdomen, was 
thirsty and vomited several times. On second ex- 
amination immediately after entrance to hospital his 
pulse was 108 and weaker in quality; rigidity of 
upper left abdomen still present, pain more severe, 
dullness of the percussion note lateral to anterior 
border of rectus compared to right side, left side 
showed a flattening of the normal contour and with 
severe hematuria. The perirenal hematoma was in- 
creasing in .size so he was sent immediately to the 
operating room with a diagnosis of ruptured kidney. 
The kidney was found to be ruptured transversely 
and with a tear in the renal pelvis. The upper pole 
of the kidney was found upward and near the dia- 
phragm and the lower pole was found to be down- 
ward and anterior with attachment to upper por- 
tion by only fragments of the renal capsule. Ne- 
phrectomy was done and he had an uneventful re- 
covery. 





THE ‘TREATMENT OF PERTUSSIS BY 


ROENTGEN-RAY* 
Juxtius H. Hess, M. D. 
CHICAGO 


In March, 1923, Bowditch and Leonard re- 
ported a series of cases of whooping cough in 


I first became interested in this method of treatment early 
in 1923 ‘aor the receipt of a personal communication 
from. Mr. ingrone of Chicago, in which he cited cases 
cf KE, Sb. . which he had ireaied with dosage similar 
to the ee adopted in ~ series 9f cases and in which he 
had obtained very good results. 

*Read before the Inter-State Post Graduate Assembly of 
America, Milwaukee, Wis., October 27-31, 1924. 
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which the Roentgen ray treatment was either 
used alone or in conjunction with vaccines and 
infernal treatment. At the American Pediatric 
Society meeting held at Frnech Lick Springs in 
May, 1923, Herman and Bell read a paper on a 
study of 300 cases of pertussis in a hospital. They 
treated their cases without the use of Roentgen 
rays. In the discussion of this paper, Faber, 
of San Francisco, and I each made a report of 
our experiences with limited groups of this same 
type of case treated by the use of Roentgen 
rays. In the past year several papers have ap- 
peared, those of special interest being individual 
papers by Bowditch and Leonard, a report by 
Kingston and Faber, and one by Struthers. The 
experiences of the various clinicians and their 
deductions coincide closely. Believing that the 
successes and failures, as well as the dangers, of 
this treatment are worthy of further emphasis 
warrants me in making a similar report covering 
a group of 102 cases which have come under my 
care during the past 20 months. 

One of the most important questions bearing 
on this newer treatment is whether results war- 
rant changing the state and municipal health 
department laws now on the statute books. In 
Illinois pertussis cases are quarantined on the 
To institute this type of therapy it 
becomes necessary to move them to some private 
or public institution where treatment can be 
given. To carry on this experimental work, the 
Departments of Health of the State of Illinois 
and the City of Chicago have granted me _per- 
mission for a limited period to remove cases 
from their homes for treatments. They are 
moved in private conveyances and with the un- 
derstanding that due care will be taken not to 
expose others to the contagion. 

Most of our cases have been treated with the 
following technic: With 4 ma., using a 2 mm. 
aluminum filter and a 7-inch spark gap, at a 
distance of 14 inches, a five minute exposure 
was made, the exception being in young infants 
when the first treatment at least was given for 
a shorter period, usually 214, to 3 minutes. In 
the majority of cases the treatment was given 
with the child on its back in the recumbent 
position. Ina few cases the position was changed 
during the course of treatment, half the exposure 
being given with the child on its back and the 
other half while lying on the abdomen. In the 
remainder the anterior and posterior exposures 


premises. 


ILLINOIS MEDICAL JOURNAL 


September, 1925 


were alternated. In no instance was the treat- 
ment repeated in less than five days, while in 
some the interval was as long as seven days. The 
number of treatments varied from one to four. 
More recently we have treated a few cases with 
the longer exposure, using 8 minutes with the 
tube set at 5 ma., 2 mm. filter and a 7-inch 
spark gap, at a distance of 14 inches. Bowditch 
and Leonard’s dosage was 4 ma., a 1 mm. 
aluminum f:Her and a 6 to 7 inch back up 
spark at a distance of 28 inches. Struthers has 
recommended a longer exposure with the heavier 
filter. 

In the study of a series of flouroscopic exam- 
inations and plates in a considerable number of 
cases marked hyperplasia was noted in the glands 
about the hilus and also in the peribronchial 
glands. In many instances there was a diffuse 
mottling extending for a considerable distance 
along the bronchial trees. These findings are 
indicative of a more or less generalized pulmo- 
nary involvement and are similar to the findings 
which have been described by the other authors 
whose work has been quoted. 

The justification for the treatment is based 
on these findings and the knowledge that the 
Roentgen ray exerts a beneficial influence, as evi- 
dneced by the tendency to reduction in size of 
hyperplastic lymphoid glands. Bowditch states 
that “this reduction in size is more theoretical 
than actually demonstrable in whooping cough, 
but successful clinical application makes the use 
of the Roentgen ray rational. Whether there 
is also a direct action on the bacteria is for the 
They reported defi- 


present an open question.” 
nite changes in the white blood counts of those 
cases successfully treated and whether this was 
due to direct action on the hematopoietic system 
or secondary to some other causes also remained 


unexplained. 

The thyroid can and should be protected at 
all times by a lead sheet. That there is great 
danger of producing thymic trophy cannot be 
denied when we administer repeated doses simi- 
lar to those given to infants suffering from hy- 
perplasia of the thymus. Bowditch recommends 
four treatments on alternating days and in 
amounts as above quoted and states: “The total 
dosage was well within the limits of safety, the 
four exposures totaling less than one-half of an 
erythema dose.” Personally, I am not convinced 
that the amount recommended and administered 
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at such short intervals is not dangerous to the 
thymus and I have therefore used the longer 
interval of five to seven days between the treat- 
ments and the minimum number of doses nec- 
essary to give relief, rather allowing the disease 
to run its course unmodified than to over-expose 
neighboring parenchymatous tissues. This may 
account for some of my failures. In speaking 
of the danger to neighboring tissues I have in 
mind a case of myxedema presented by Dr. Jo- 
seph Brennemann in a child who had received 
treatments for thymic enlargement during early 
infancy. The relation of the early treatments 
to the thyroid atrophy in this case can only be 
surmised. In my own opinion, there are dangers 
which cannot be too strongly emphasized in the 
repeated application of Roentgenray therapy. 

The time at which the treatment should be 
begun is of the greatest importance. I have had 
no experience with the treatment of cases before 
coughing has begun. In six cases treated be- 
fore the paroxysmal stage no improvement was 
noted with the first treatment in 4; in 2 the 
course was a very mild one. If one may be 
allowed to draw conclusions based on pathology 
and the possibility of arresting the development 
of a future immunity, I believe treatment should 
be delayed until the children have reached the 
paroxysmal stage of the disease. In such cases 
I believe one is justified in concluding that once 
the disease has reached the paroxysmal stage 
immunity from further infection is assured, even 
though the disease be more or less abruptly 
arrested. This conclusion is reinforced by our 
clinical results. 

The most striking effects of treatment are noted 
in the tendency to decrease or relieve the vom- 
iting following the paroxysms and the diminu- 
tion in the severity and in the number of parox- 
ysms. In some cases marked improvements fol- 
lowed within 24 hours after treatment, the treat- 
ment being almost immediately followed by evi- 
dence of moderation in the clinical picture. In 
some, even the most favorable cases, however, 
there followed during the first twelve to eighteen 
hours evidences of increased irritability, wake- 
fulness and nervousness on the part of the child 
which was interpreted as an evidence of possible 
overdosage. In others, there was no evident clin- 
ical improvement until the treatment was re- 
peated. In some cases the entire series of treat- 
ments failed to give relief. Briefly grouping 
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our series of cases according to age, stage when 
treatment was begun and number of applications 
the results may be summarized as follows: 


***—Striking result with marked relief of all symptoms within 
a day or two of the last treatment and usualy with improve- 
ment with the first treatment when more than one was given. 

**—Considerable relief with amelioration of the more dis- 
tressing symptoms during the course of or shortly following 
the treatments. 

a a results—seemingly some result. 

0—No result. 


1924 SUMMER AND FALL GROUP 


No. of Results 
Age Incidence 
Less than 1 year 
Between 1 ae 2 
Between 2 and 4 
Between 4 and 6 
Between 6 and 10 


Total 
1924-1925 


No. of 
Age Incidence Cases 
Less than 1 year 3 
Between 1 and 2 
Between 2 and 4 
Between 4 and 6 
Between 6 and 10 


o | Hoe ee * 


Total 11 


In the summer and fall series of sixty-two 

cases, 43 per cent resulted in striking improve- 
ment of the symptoms and could be classed as 
***- 32 per cent in definite but less marked 
improvement, and 25 per cent resulted in little 
or no change in condition of the children. In 
the winter group of forty cases, 25 per cent 
showed striking improvement, 27.5 per cent 
definite but less marked improvement, and 47.5 
per cent little or no change. The winter results 
as a whole were less striking than those of the 
summer and fall. 
The 2-4 year group gave somewhat the best 
results, while Bowditch and Leonard believed 
their most striking results occurred in the group 
under one year of age. I wish again to empha- 
size the fact that there may be no shortening of 
the course, the relief experienced being limited 
to lessening of the acute symptoms, such as 
vomiting, paroxysmal coughing and attendant 
loss of weight and insomnia. 

Stage—Six cases were treated in the pre-whoop 
stage. Of these, only one failed to develop parox- 
ysmal coughing later, the others requiring fur- 
there treatment. Ninety-six had whooped before 
treatment was begun. Fourteen cases received 
their first treatment in the fourth week. Of these, 
one could be classed as ***, 6 as **, 1 as * and 6 
as 0. Three received their first treatment in the 
fifth week. One was classed as ***, 1 as ** 
and 1 as *. Two received their first treatment 
in sixth week. One was classed as ** and 1 as 
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0. It will, therefore, be noticed that in cases 
treated late in the disease only a few striking 
results were obtained. 
NUMBER OF ROENTGEN-RAY TREATMENTS AND RESULTS 1924 
SUMMER AND FALL GROUP 


Total 
Cases 


No of 
Treatments 
1 


Results 
ee 7 
8 
2 t 15 
3 1 3 
4 
Total 2 21 
1924-1925 WINTER GROUP 


No. of Total Results 


Per cent of 
Treatments Cases *** ** oe oe = 
1 5 


06 40 
12.5 20 
16 4 87.5 37.5 6.6 18. 
3 5 0 100. 0 


“40 25. 97.5 15. 32. 

In the summer and fall group of those re- 
ceiving one treatment, ten, or 62.5 per cent of 
sixteen cases, were recorded as *** and they 
were relieved to the extent that treatment was 
stopped. Three showed little or no relief. As 
an increasing number of doses were needed to 
influence the course in individual cases, the per- 
centage of striking results became less in each 
group, the *** recorded being 36 per cent with 
2 doses, 40 per cent with 3 doses and 33 per 
cent with 4 doses. 

In the winter group, one treatment resulted 
in 20 per cent of *** and no ** cases; two 
treatments in 20 per cent of *** and 12.5 per 
cent of ** cases; three treatments in 37.5 per 
cent each of *** and ** cases, and four treat- 
ments in no *** and 100 per cent of ** cases. 

Of the seventeen cases receiving vaccines in 
three to five doses without improvement before 
the Roentgen-ray treatment was started, there 
were 6***, 4**, 1* and 6 showing no result after 
Roentgen-ray treatment. In six cases in which 
vaccine was given after failure of Roentgen-ray 
treatment, there was no evident improvement 
which could be construed as related to the 
therapy. 

Blood Findings.—On the whole the best re- 
sults may be looked for in those patients hav- 
ing high white blood counts with from 50 to 80 
per cent of lymphocytes. One case, however, 
with white counts varying between 51,000 and 
61,000, with approximately 70 per cent of lym- 
phocytes, required three exposures before a de- 
cided result was obtained, 

Pertussis Complicated by Pneumonia.—In the 
six cases of nontuberculous pneumonia which 
came under treatment, marked general improve- 
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ment with lessening of paroxysmal coughing 
followed the institution of Roentgen-ray therapy. 
The number of exposures varied from one to 
three, and they were given at two and three 
day intervals when repeated. 

We soon learned that it was necessary to keep 
in touch with the patients personally to properly 
interpret the effect of treatment, considerable 
difficulty being encountered in getting parents 
to evaluate results in our earlier cases. When 
we wrote to a number of mothers several months 
after treatment, for their interpretation of the 
benefit, they reported no improvement. This 
was because the course was often not materially 
shortened, although the symptoms in many cases 
were definitely improved, as evidenced by the 
daily tabulation, on special cards furnished the 
patients, of the number of spells of vomiting, 
paroxysms of coughing both during the day and 
night, improvement in the general condition of 
the child. I should therefore inform the parents 
that the object of the treatment was to alleviate 
the acute manifestations rather than to shorten 
the course of the disease. 


SUMMARY 


Before offering conclusions as to our own expe- 
riences in the light of the limited amount of work 
which has been done, I feel justified in quoting 
the conclusions of the men who have previously 
reported series of cases. Bowditch states that 
in 300 cases of whooping cough treated by the 
Roentgen ray, there was certain evidence that 
more than 80 per cent. were benefited by the 
treatment. Only one fatal case occurred in his 
entire series. The more favorable results seemed 
to be obtained in the early paroxysmal stage of 
the disease and in the younger children. 

Leonard reports that in 400 cases compared 
with 200 cases not so treated, the acute symp- 
toms were modified in at least 75 per cent. of 
the cases when used in the paroxysmal stage. 
In children under 1 year of age nearly 100 per 
cent. were definitely relieved. He believes that 
this condition may be due to the fact that the 
dosage used more nearly met the needs of the 
younger patients and that modification is nec- 
essary in the treatment of older patients. He 
further concludes that Roentgen rays do not 
shorten the course of the disease to a marked 
extent and when used in the early stage appar- 
ently do not prevent the onset of the paroxysms. 
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He believes that Roentgen ray furnishes one 
of the best means of at least controlling some 
of the severe symptoms of whooping cough. It 
should be noted that Bowditch and Leonard re- 
ported on the same group of cases. 

Struthers, tabulating 45 cases, observed that 
15 per cent. of his cases were promptly cured, 
that is, the whooping cough ceased entirely within 
48 hours and did not return ; 45 per cent. showed 
relief within four or five days, as evidenced by a 
considerable amelioration of symptoms; 40 per 
cent. showed no appreciable change in condition. 
He believes that the larger the dose of the ray 
given the greater apparently is the improvement. 
All of the prompt cures in his series except one 
received larger dosage—he fails to state the dose 
used in his paper. He concludes that the earlier 
in the paroxysmal state the treatment is begun, 
the greater the probabilities of relief. 

Kingston and Faber used one, two and three 
exposures at weekly intervals. Twenty milliam- 
pere minutes were given, with a distance of 12 
inches, 934 inch spark and 14 mm. copper fil- 
ter. They reported 24 cases, varying from 7 
months to 13 years of age. Cessation of vomit- 
ing was noted even when the whoop continued. 
The tendency to residual cough they believed was 
lessened and the course was shortened and less 
severe. 

Dr. Robert A. Black of Chicago, 
sonal communication, has summarized his results 
following treatment with the Roentgen rays of 


in a per- 


100 cases as follows: 

In 22 instances the mother did not return the 
child for a second treatment because of the great 
improvement. 

In 54 cases the mothers thought well enough 
of the treatment to return for a second treat- 
ment. 

Dr. Black is confident that at least 40 per cent. 
of this group were distinctly benefited. 

Twenty-four cases showed little or no improve- 
ment. 

CONCLUSIONS 

1. Treatments should not be given before the 
paroxysmal stage is reached because their chief 
function is to lessen the severity of the disease. 
Incidently, in some of the cases there was a 
striking shortening of the course. This must be 
considered of secondary importance, however, and 
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the treatments should not be continued with the 
idea in view of attaining such a result. 

2. In the summer and fall group, *** results 
were noted in 43 per cent, or 27 of 62 cases. 
In ten of these, only one treatment was required, 
in 12 two treatments, in 4 three, and in 1 four 
treatments. 

In the winter group the number of *** re- 
sults were fewer, a total of 25 per cent or 10 of 
40 cases. Of these, one received one, three re- 
ceived two and six received three treatments, 
respectively. The ** plus results were 34 per 
cent in the summer and fall group and 27.5 
in the winter group. The negative results were 
approximately 25 per cent in the summer and 
fall cases and 47 per cent in the winter cases. 

3. In our cases of secondary pneumonia, there 
was general improvement after Roentgen-ray 
treatment. 

4. In my opinion, excessive exposure of 
young children to the Roentgen ray is danger- 
ous. Therefore the neighboring organs should 
be protected and only the minimum number of 
exposures necessary for relief are to be given. 

5. I believe the results, both immediate and 
remote, of Roentgen ray treatment in whooping 
cough should be given further study before the 
method is recommended for general use. 

6. It is to be remembered that the adoption 
of this as a routine treatment would require a 
change in the quarantine regulations in most cit- 
ies to permit the removal of patients from their 
homes to places of treatment. 

104 S. Michigan Avenue. 
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Colored bridegroom, while standing at the altar, 
wore such a worried look that he disturbed the best 
man. Leaning over, the best man whispered to the 
groom, “What’s the matter wid you, Rastus, has you 
lost yer ring?” 

“No, nigger, I ain’t lost no ring—dat is safe enough, 
but I done lost my enthusiasm.”—Exchange. 














OBSERVATION OF THE FUNDUS OCCULI 
IN TRYPARSAMIDE TREATMENT OF 
GENERAL PARALYSIS OF THE 
INSANE* 


J. H. Roru, A.B., M.S., M.D. 
KANKAKEE, ILL, 



































Although I do not any longer hold a position 
on the Staff of the State Hospitals of Illinois, 
I was very fortunate to be invited to observe 
the fundi of the general paretic patient at the 
Kankakee State Hospital being subjected to 
the tryparsamide treatment. As this method 
of treatment of general paralysis was only re- 
leased by the Rockefeller Institute for the 
general practise, the first of the year, I will 
frankly confess that I was somewhat ignorant 
at first just what to expect in the course 
of the treatment. When Dr. Robertson sent 
the invitation to submit a paper at the meeting 
and later in a talk with Dr. Woodruff I believe 
that many ophthalmologists over the state might 
be in the same predicament that I found myself 
when the proposition was presented to me by 
Dr. Reid, the State Psychiatrist. 1 believe that 
our experiences at Kankakee together with a 
short review of the work to date might be of 
value to this gathering. This is simply a pre- 
liminary report as the results that we have 
observed may be altered after another course 
of treatment or at the end of another year. Il 
hope that I may have an opportunity of making 
a subsequent report at some later date. 

The class of patients whom we had under 
observation at Kankakee were and are in a worse 
state of delapidation than will be experienced 
by the consulting ophthalmologist in observing 
the average general paretic or neurosyphilide. 
Consequently we exercised more liberties in re- 
gard to injuries to the optic tract than the con- 
sulting ophthalmologist may wish to take in 
handling patients in private practise or patients 
whose deterioration has not reached such a de- 
plorable state. ia 

Tryparsamide is a pentavalent arsenical closely 
related to atoxyl and arsacetin, and belonging 
structurely to that group which seems to have 
an especial affinity for the optic tract. It was 
synthesized by Jacobs and Heidelberger’ and 
its biological action studied by Brown and 
























































































































































































































































*Read before the Section on Eye, Ear, Nose and Throat, 
Illinois State Medical Society, Quincy, May 20, 1925. 
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Pearce at the Rockefeller Institute in 1915. The 
first publication appeared in 1919. This drug 
was first used in the treatment of trypanosomiasis 
—hence the name: this work was reported by 
Pearce in 1921.2 In 1923 Lorenz, Loevenhart, 
Bleckwenn and Hodges* reported findings in 
the treatment of neurosyphilis. 


Tryparsamide is peculiar in the fact that its 
therapeutic index is low and if it was to be 
judged by its spirochetical action it could not 
be given serious consideration, as its index is 
from 1% to 1/3 that of arsphenamine, and neo- 
arsphenamine. However being a pentavalent 
arsenic compound its pentratibility and excre- 
tion is much more rapid than that of arsphen- 
amine or neo-aryspehamine. It also is sup- 
posed to have the faculty of building up the 
resistance of the patient to the toxins of lues. 
In the earlier phases of syphilis when the spiro- 
chetes are ranging in all parts of the body we 
must rely on a powerful spirocheticide. In the 
later stages of the infection when the spiro- 
chetes have become localized in the tissues of 
the body that are practically inaccessible to the 
ordinary spirocheticide we must resort to a drug 
with a high penetrability or one that will rein- 
force the patients’ resistance or a combination 
of both actions. Mehrtens, Kalos and Marshal‘ 
have reported that tryparsamide accumulates in 
the brain tissue while arsphenamine tends to re- 
main in the blood stream. In their series they 
found that nervous tissue was chemotrophic to 
tryparsamide as compared to arsphenamine. The 
spinal fluid showed tryparsamide in 2-3 times 
the concentration as arsphenamine. Fordyce® 
and his collegues believe that “The arsenicals 
combine in varying degrees with the protein 
substances in the blood stream and tissues, pass 
through an insoluble phase and through auto- 
lytic processes become soluble, exerting their 
spirochetical influences in this latter stage. This 
differentiates between the reactivity of the penta- 
valent compounds and those of the arsenio type 
and also the trivalent group. Our investiga- 
tions have never demonstrated the presence of 
unchanged arsphenamine in the urine.” Young 
and Muehlberger have concluded that part of 
the tryparsamide is excreted unchanged in the 
urine. These factors are what have recommended 
the drug as an aid in the treatment of neuro- 
syphilis, especially general paralysis of the in- 


sane. 
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It is hardly necessary to call the attention of 
ophthalmologists to the constant danger of in- 
jury to the optic tract during the progress of 
neurosyphilis. Many have watched the narrow- 
ing fields and the increasing pallor of the disk 
during intensive anttispecific treatment. We 
have all had the disheartening experience of dis- 
covering reduced fields and tubular vision in un- 
suspected neurosyphilis. With these facts held 
constantly before us we are placed in a different 
position as consultants in determining whether 
injury to the optic tract is the result of the dis- 
ease or the administration of some drug being 
used in the treatment. However, when we see a 
patient in one of the exacerbations so common in 
general paralysis we are tempted to risk the dan- 
gers of blindness from treatment in order to 
rescue the individual and relieve him of some of 
the distregsing mental symptoms. When we 
consider that the average prognosis in an estab- 
lished general paralysis, according to Rosenoff, is 
three years, we can review his history and in con- 
sultation with the psychiatrist decide on our fu- 
ture course. 

Fordyce, Rosen and Myer* have demonstrated 
that tryparsamide leaves the blood stream more 
rapidly than any of the commonly used arsenicals, 
consequently larger doses of the drug can be ad- 
ministered. An average estimated from 304 
specimens showed that 46.8% of the tryparsa- 
mide leaves the blood stream almost immediately, 
53.2 remaining in the blood stream. At the end 
of fifteen minutes 92.35 of the arsenic had left 
the blood stream. At the end of seventy-two 
hours only .012% was present. However, in this 
series, there were individuals who retained more 
pentavalent arsenic in the blood stream at the 
end of one week than others did at the end of 
fifteen minutes. Fordyce’ and his colleagues 
have also reported findings on several series of 
cases, showing that some individuals have more 
ability to eliminate arsenic than others. This 
same finding was borne out by Young and Muehl- 
berger® in estimating the amount of arsenic 
excreted through the urine, during the treatment 
with tryparsamide. To quote their conclusion, 
“At least part of the tryparsamide is excreted 
unchanged in the urine. Three out of four indi- 
viduals studied excreted 88-95% of the drug 
within the first twenty-four hours. Certain in- 
dividuals showed a much slower rate of excretion. 
These individuals retained the arsenic over a 
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much longer period of time and therefore may 
be more susceptible to the cumulative effects of 
the drug.” 

In any series of tryparsamide injections it is 
only reasonable to suppose that we will find indi- 
viduals who are unable to eliminate the arsenic 
as rapidly as we are led to suppose that they 
should. Consequently we may give the second 
injection of tryparsamide with the individual re- 
taining a large amount of the original dose. With 
this residue, together with the second injection, 
the patient is retaining considerable amount of 
pentavalent arsenic’ when we administer the third 
dose. With a drug that has the peculiar affinity 
for the optic tract that tryparsamide is sup- 
posed to have we may expect to find injury to this 
sensative organ of special sense. 

In a routine fundus examination of neuro- 
syphilides we are amazed to find the frequent 
occurrence of arteriosclerosis. In fact, in our 
series it seemed to be more the rule than the 
exception. Whether this condition is the result 
of the disease or the treatment already undergone 
is another question, but atheromatous changes 
are common in lues and arteriosclerosis is a close 
relative. In routine examination of the fundus 
oculi in general paralysis finding the relative 
high percentage of arteriosclerotic fundi we may 
only guess at the pathology in the kidney, and 
where there is pathology in the kidney we may 
expect to find limited elimination. Finding 
marked arteriosclerosis in the fundus we should 
be wary of elimination and on the first indication 
of narrowing fields either reduce our dosage, or 
stop treatment altogether and dehydrate the pa- 
tient as rapidly as possible. 

Fordyce, Rosen and Myer® in their effort to 
make the neuroaxon more accessible to the pene- 
tration of intravenous medication attempted to 
dehydrate the individual previous to the admin- 
istration of arsenicals. Weed and McKibben first 
demonstrated that a hypertonic solution of 
sodium chloride given intravenously or per rec- 
tum lowers intracranial tension and_ subse- 
quently pressure changes in the cerebro spinal 
fluid. These findings were corroborated by Foley 
and Putnum: Hadeb, Cushing, Foley, Sachs and 
Belcher: Dowman and Fay, in tracranial surgery, 
intracranial pressure and choked disks. Fordyce 
and his colleagues administered 100 c.c. of 15% 
sodium chloride six hours before the intravenous 
injection of arsenic. Lumbar punctures were 
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made from 2-48 hours following and the arsenic 
contents estimated. In their series of 76 speci- 
mens it was found that there was a more even 
distribution of arsenic in the cerebrospinal fluid. 
It is an old and routine treatment where we have 
edema of the disk or retina, or reduced fields and 
vision with doubtful etiology to dehydrate the 
patient by strenuous elimination. In our series 
of cases we did not dehydrate the patient by the 
technique of Corbus, O’Connor, Lincoln and Gar- 
dener,’® but placed the patients whose fields 
caused us alarm in the hydrotherapy department. 
Here they were given daily cabinet sweats, salines 
were used and strychnine was given hypodermat- 
ically in increasing doses. These patients were not 
taken off treatment but the dosage was reduced 
from 3 gms to 2 gms. None of the individuals 
complained of failing vision, although we de- 
pended more on the findings in the fields because 
of the unreliability of the patients. In spite of 
this method of dehydration with two exceptions 
the patients gained in weight. Some of the 
fields reduced alarmingly but became stationary 
when good elimination was established and most 
of them returned to or almost to their original 
condition. No changes were noted in the blind 
spot. 

One hundred and eight patients were originally 
selected as most favorable for treatment, As it 
is a rule in the Illinois State Hospitals that per- 
mission must be obtained from a _ responsible 
party to subject the patient to any treatment 
other than the routine procedure, our class was 
cut to 36 for the course in tryparsamide treat- 
ment. The remainder were reserved for controls. 
It was the intention originally to divide the re- 
maining class and give the more suitable a course 
of neoarsphenamine. On account of a misunder- 
standing this was abandoned and the entire re- 
maining group reserved as controls without treat- 
ment. Later we may be able to run a class of 
neoarsphenamines. Of the 36 in the class treated 
with tryparsamide three died during the course 
of the treatment, but their deaths were typical 
paretic seizures and could not in any way he 
attributed to the treatment. Of the remaining 
33, 22 fields were observed ; 11 during the course 
would not give enough cooperation at any time to 
obtain a field. 


One of these patients was so un- 
ruly that we could not even observe his fundus 
with the ophthalmoscope. Of the 22 fields ob- 
served during the course of treatment five showed 
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fields reduced at the end of the first course or 
approximately 23%. Twelve showed increase in 
the fields while five showed fields about the same. 
In other words, 77% showed either increase or 
no defect. In the patients used as controls and 
under no treatment 62% showed decrease. in 
fields in the same period of time. Of course, 
some of these findings can be attributed to the 
remissions and exacerbations that are common 
to general paralysis, but it would be unusual to 
find the same uniformity of remissions in the 
same period of time. Of the five that showed 
a final decrease in the fields three showed a de- 
crease at the end of the second treatment; two 
showed fields the same. Of the twelve that 
showed an increase at the end of the course, six 
showed a decrease at the end of the second in- 
jection, three the same and three an increase. 
One did not respond to the first two fields but 
his third showed contraction and his fourth a de- 
crease, so we classified him with the decrease, 
although his mental condition was so markedly 
improved that we had perfect cooperation 
throughout the remaining of the course. Two 
did not show any decrease until after the third 
injection. Two did not show any decrease until 
after the sixth injection. One did not show any 
decrease until after the eighth injection. One 
did not show any decrease until after the tenth 
injection. Four showed increase without any 
previous reduction after the third injection, 
while two showed increase without any previous 
reduction after the fourth injection. 

It has been the experience of most of the 
ophthalmologists who were called in consultation 
during the experimental period of tryparsamide 
study that there is very little change in the 
fundus. However, this has not been borne out in 
the experiments conducted on animals. Many 
of the animals suffered papilo-edema and optic 
atrophy. In only two cases did we observe any 
papilo-edema at the Kankakee Hospital and in 
one of the cases the condition preceded the pa- 
tient’s death by two days. His general condition 
was alarming at the time of the last fundus ex- 
amination. He died in a typical paralysis 
seizure. We could not attribute this papilo- 
edema to the treatment, although the point is 
debatable. Very many of the patients have 
opacities of the vitreous which may have dis- 
guised and covered up the fine edema that 
Woods"? mentions. However, none of the pa 
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tients with opacities of the vitreous suffered any 
more loss of vision or fields than we expected. 

We were able to keep all but one patient on 
the treatment by reducing the dosage and 
dehydration when the fields became grave. One 
patient, a 33-year-old doubtful paretic, although 
his physical and mental condition improved, lost 
fields rapidly in spite of strenuous elimination 
and we finally took him off treatment but con- 
tinued the dehydration. His fields are now slowly 
improving. It has been the experience at the 
Kankakee Hospital that the younger the general 
paretic the more rapidly does he deteriorate. 
Such may be the case here. 

Tryparsamide treatment is to be continted at 
the State hospital. More patients are to be ‘ad- 
mitted to treatment in the near future, and a con- 
trol of neo-arsphenamine instituted. I have no 
authority to speak of the neurological «findings 
other than that they appear promising. 

Our conclusions are that tryparsamide may 
he given in neurosyphilis with safety to the optic 
tract providing the patient is closely observed by 
the ophthalmologist. 

The ophthalmoscope, either the white light or 
the so-called red free light, does not give us much 
information and can not be entirely depended on, 

The findings in the fields are perhaps the 
most important data in guiding the ophthal- 
mologist. 

Some patients on account of the lack of elimi- 
nation may get a cumulative effect. Beneficial 
results may be obtained by reducing the dosage 
or discontinuing treatment and dehydrating the 
patient. 

"That it is hazardous to treat patients whose 
deterioration is such that they will not cooperate 
enough to allow the ophthalmologist to obtain 
routine fields. 

Vhe field chart is appended. 
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DISCUSSION 


DR. READ, Kankakee: My excuse for address- 
ing this section is the fact that I have had to do 
with tryparsamide therapy for some time at another 
of our state institutions. I have enjoyed his paper 
very much and am only sorry there weren’t more 
present to hear it. Doubtless it will be widely read 
and appreciated, because tryparsamide has been re- 
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leased now to the general profession. Ophthalmolo- 
gists must cooperate with the physicians who use it, 
or we are going to have had results. 

At the Elgin State Hospital we have treated over 
fifty cases of paresis with tryparsamide, some of 
them receiving eight doses, some sixteen and some 
twenty-four. An ophthalmologist did our examina- 
tions but did not take the fields relying upon a 
fundus examination. During treatment he weeded 
out between fifteen and twenty per cent., because 
he thought he detected changes that contraindicated 
treatment. We were playing safe, since we could 
only secure his services at the beginning of the 
courses of treatment and at the end of them. Thus 
many cases were eliminated that Dr, Roth doubt- 
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less would have continued to treat when he knew 
that he could see them each week. 
We had one go blind that before treatment had 


enough vision to see his way about; tubular vision. 


There were just a few active fibers and something 
happened to them. This was regrettable. Several 
had a normal fundus at the beginning, but even- 
tually showed a cloudiness of the disk. Some of 
these have improved after being taken off of try- 
parsamide; some have remained stationary. None 
have lost their vision. 

The determination of the field of vision is, of 
course, a very helpful procedure. My only question 
in connection with this procedure is, does the patient 
cooperate at all times? We must remember we are 
dealing with a more or less demented patient and 
hence may get false fields. IT have noticed running 
over these fields of the essayist that some of them 
vary from tubal vision up to a field that is perhaps 
one-fourth to one-third of the normal area. From 
time te time the field seems to recede and enlarge 
and then recede again. Now, are these variations 
due entirely to the treatment or to a difference in 
the cooperation of the patient at various times? 

In cases in general practice you would probably 
have much better cooperation, when your patient is 
not so demented. I have heard it said by good 
ophthalmologists that tryparsamide is no more toxic 
to the optic nerve than other arsenical compounds, 
but from my personal experience I hesitate to ac- 
cept that statement. I certainly would not like to 
see syphilis treated with tryparsamide without the 
assistance of the ophthalmologist. 

The injury to the nerve, we find, generally oc- 
curs in the first course of treatment. That is, our 
patients who went through the first course without 
injury to the nerve went through two or three more 
courses all right. 

The first two or three doses are the most critical 
ones, as is true, of course, of neo-arsphenamine as 
used in general practice. 

I have been much interested in the doctor’s paper. 
It is a very constructive piece of work. And, if we 
are to go on with the tryparsamide treatment, I 
believe the final conclusion will be that we must 
watch that optic nerve while using this drug. 

DR. D. J. EVANS, Aurora: I would like to ask 
Dr. Roth the relationship of the Wassermann blood 
examination and the spinal fluid examination. That 
is, the comparison in results of the two examina- 
tions. : 

DR. L. A. SHULTZ, Rockford: Apparently there 
is considerable risk to the vision. I would like to 
ask whether there is enough value in the treatment 
to warrant this great risk. Has it been used long 
enough to determine what the end results are? 

The paper does not cover these phases. 

DR. ROTH, in response: It is hard to get the 
cooperation of the patient in general paretic cases: 
in fact, of any neurosyphilide. They are unreliable 
in every way. Even in taking the routine field, you 
will find the same patient varying. Patients sup- 
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posed to retain all their mental faculties also show 
a variation from time to time in the field. So far as 
the fields are concerned, it is only in a general way 
that they are bad. A slight deterioration, or a slight 
increase or slight decrease in the field we can discount 
on account of the unreliability of the patient. If it 
keeps on decreasing, it is best then to resort to other 
means, to decrease your dosage, stop your treat- 
ment and by all means dehydrate the patient. 

There is a liability of injury to the optic tract, 
as Dr. Reid has mentioned. Any drug that has the 
penetrative ability to reach not only the parenchymatous 
but the interstitial tissue of the brain substance is 
going to affect the optic nerve. It is bound to. | 
find that the same thing that practically affects the 
brain tissue may cause a choked disc. You can look 
for it. 

As to the question of Dr. Evans, I am nota 
laboratory man. I am afraid Dr. Reid will have to 
answer that question. I don't know enough about it. 

Does the treatment do enough good to warrant 
the danger of injury to the optic tract? That has 
been worked out in the Rockefeller Institute by Dr. 
Pierce and Dr. Brown for a number of years and 
the work was carried on also by Dr. Allen Wood 
and Dr. Moore at the University of Pennsylvania 
and by Cady and somebody else at the University 
of St. Louis, and this drug was not released for the 
general practice until the investigators were reason- 
ably sure that this could he controlled by the oph- 
thalmologists. 

As far as the treatment is concerned and the good 
it does the patient, nearly all of the patients at the 
Kankakee Hospital were in a cachectic state, many 
of them were untidy, some of them you couldn't 
even get the cooperation to take the field, much 
less the fundus. The first fundus examination was 
very, very difficult. But these patients became so 
that they would absolutely cooperate with us. We 
could examine their fundus without any difficulty, 
and they put on all the way from 10 to 50 pounds 
in weight. Some of the men you wouldn’t know 
at the end of ten weeks. They were men who were 
first kept under surveillance, but when nice warm days 
came on were allowed to go out, and some of them 
even went to work. 

For the general paretic, in the cachectic stage, the 
man who was almost untidy, to redeem that much 
of his mental and physical being, I think it worth 
while. 





INSTITUTIONALIZATION OF THE 
PRACTICE OF MEDICINE* 
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That there is an unmistakable trend toward 
the institutionalization of the practice of medi- 
cine is apparent to all who have observed recent 
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developments. Patients in large numbers are 
already seeking the institution rather than the 
individual for diagnosis and treatment. This is 
due to a variety of factors, chief among whiclf 
has been the enormous success of the great clinic 
in the northwest which paved the way for the 
organization elsewhere of many similar institu- 
tions on a smaller scale. A patient goes to this 
clinic not knowing, as a rule, nor apparently car- 
ing who the physician in charge of his case may 
be. He goes there, as he says, “to get to the 
bottom of his case,” and he may leave the clinic 
unable to recall the names of more than one 
or possibly two of the physicians he has seen. 
The psychologic effect on the patient of running 
him through the mill is very great, even though, 
as conceivably might happen, the clinical judg- 
ment used in the interpretation of the results 
of the various tests has not been extraordinary. 
Another factor is the large increase in and the 
rapid shifting of our population. People of 
limited means drifting from distant towns to 
the large cities are at loss to find an individua! 
physician and hence they go to the hospitals, or 
other institutions, if not as patients at least to 
be referred to someone for treatment. Moreover, 
the wide dissemination of the scientific facts of 
medicine by the press, by lectures and recently 
even by radio has given people the desire to avail 
themselves of the clinical diagnostic methods 
which they expect to find only in large institu- 
tions. 

There is now in process of organization in 
Chicago an institution primarily designed to 
take care of this class of people. It is to be 
known as a diagnostic clinic and its object is to 
put at the disposal of both laymen and physicians 
every facility for diagnosis. Once the diagnosis 
is established, the patient may elect to remain 
at the institution for operation or treatment, 
or to return to his own physician. I am told 
that the idea of creating such an institution de- 
veloped from the tremendous demand for in- 
formation coming into a certain bureau which 
broadcasts talks on health subjects. No adver- 
tising will be done but publicity, of course, is 
necessary and will be easily secured in other 
ways, 

One of America’s richest citizens has dropped 
into the lap of Detroit an institution which is a 
logical development of a machine-age. Intended, 
no doubt, as a great benefaction to the city, it 
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has become a problem to the medical men of 
Detroit and probably something of a surprise 
to its creator. No expense either in building or 
equipment was spared and it was probably firmly 
helieved by the owner that the staff was of sec- 
ondary importance. Just as “men, not stones, 
make a university,” so does a staff, not equip- 
ment, make a hospital. 

In this machine age not only the layman but, 
unfortunately, all too many physicians as well 
have been led into a blind faith in laboratory 
diagnostic tests. The tremendous value of physi- 
cal examination and clinical judgment has been 
forgotten. Thousands of patients are daily be- 
ing treated for syphilis who have never even 
been exposed to the infection merely because a 
laboratory has returned a report of a one plus 
Wassermann test. Some physicians are allowing 
their clinical judgment and their powers of 
observation to atrophy from disuse, and are glori- 
fying laboratory methods to a degree little short 
of the absurd. Not infrequently when all the 
results of the numerous and complicated tests 
carried out for a given patient are gathered to- 
gether the physician is not only not aided in 
arriving at a diagnosis but is led astray. I know 
of a young woman who was subjected to all the 
laboratory tests available at that time because of 
a recurrent dermatitis on the upper lip. It re- 
mained, however, for another observer to arrive 
at a correct diagnosis in a few minutes by doing 
some straight thinking instead of complicated 
laboratory tests, and by charging the patient with 
the use of a depilatory, to which she confessed, 
much to the amazement of her over-fond mother. 

An extraordinary situation exists today in 
America and one which could exist in no country 
other than this land of contradictions and ex- 
tremes. We have on the one hand a large body 
of the population with implicit faith in machine- 
medicine and efficiency experts, and on the other 
an equally large number of Christian Scientists 
who can dispose of a “claim” or “demonstrate” 
an increase in salary merely by denying the 
former or thinking hard about the latter. No 
laboratory apparatus, no guinea pigs, no test 
tubes, no laying on of hands—not even is it 
necessary to visit the patient. The treatment can 
be carried on while the practitioner sits at home 
toasting his shins by the fire. 

In no department of medicine is the institu- 
tion assuming more importance than in the field 




















of venereal disease. ‘The Federal Government. 
the State, the County, the City and privately 
organized clinics are all actively engaged either 
in the diagnosis or treatment, or both, of 
venereal disease. The late war with its wide- 
spread dissemination of antivenereal propa- 
ganda, and the army methods of prophylaxis 
and treatment have been largely responsible for 
this development. 

In Chicago we have seen the organization and 
growth of the largest clinic for the management 
of venereal disease in this country. It was the 
direct outgrowth of the war and was organized 
by public spirited citizens of a high type, who 
have, perhaps, been misguided in their zeal, but 
who have nevertheless been honest in their con- 
victions. These men, some of whom saw hari 
service overseas, were imbued with the desire 
to do something big to prevent the spread and 
the ravage of venereal disease. The names of 
these men always appear prominently in the full 
page advertisements in the daily press, and in 
the language of the business world these men 
live in, the names “sell the idea.” The name 
of the institute was so cleverly chosen that almost 
every layman I have ever talked with about it 
has had the impression that it was either a Fed- 
eral or Municipal institution. Even the students 
and the assistants at the Central Free Dispensary 
are constantly writing into the records that the 
patient has been previously treated at the Health 
Department, assuming that this institution was 
the City Health Department. The impression in 
the minds of the unthinking has been further 
strengthened recently by the Institute playing 
up the booklet on venereal disease published by 
the city, so wording the advertisements that it 
would be necessary to know the facts, or else be 
a careful reader to understand the situation. 

The effectiveness of the name is proved by the 
fact that patients come to the institute from all 
of the surrounding middle western states for 
cutaneous diseases. These patients are impressed 
by the name and have confidence in the insti- 
tution because they think it is a Federal or- 
ganization. They are able to travel and there- 
fore able to pay a reasonable fee. They are 
brought to the clinic solely by the combination 
of a misleading name and constant advertising. 

The appeal of the advertising is based on the 
element of fear. The harm done by instilling 
fear into the minds of innocent people is very 
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great and probably outweighs the good accom- 
plished by trying to frighten indifferent people 
into taking treatment. This advertising is creat- 
ing syphilophobes by the hundreds and many 
homes are being ruined for no better reason 
than that the wife is convinced by the fear- 
inspiring page of advertising that the husband 
has syphilis because of the presence of acne 
vulgaris, rosacea, a boil or a leg ulcer. 

It is not my purpose here to enter into de- 
tails, to cite cases or to rail at this institute. 
Rather it is my purpose to call to your attention 
the trend indicated by the successful operation 
of this institute for five years: to warn you that 
probably very soon similar institutes will be or. 
ganized in all of the big cities, and to inquire 
into the reason for this trend. 

What does this trend indicate? Does it mean 
that the time-honored intimate relation exist- 
ing between physician and patient is wrong? 
Does it mean that the introduction of depart- 
ment store methods into medicine is necessary 
for the good of mankind? Does it mean that 
we as syphilographers and dermatologists have 
failed in our duty to our patients by giving 
them improper treatment, by neglecting the per- 
sonal side, or by overcharging them? Is there 
a real need for such radical changes? What 
should be done? What can be done? Must we 
accept the trend as inevitable, fall in line, become 
the head of an institute and have our names ap- 
pear daily in the advertising as the directors. 
or shall we rise against it and smite it with the 
might of medical organization ? 

The value of the personal contact between 
patient and physician cannot be overestimated. 
We hear much these days about the specialists 
driving the family doctor out of existence and 
the impression seems to prevail that there can 
be no close personal contact between patient and 
specialist. This certainly does not hold true in 
our specialty for who could have more occasion 
to see his patients from year to year than we 
have to see our psoriatics, our eczemas, our 
dermatitis herpetiformis cases and our syphi- 
lities? Could these cases be better managed by 
a fliver factory institute running them through 
by the hundreds? This country is becoming or- 
ganization-efficiency mad. It is being Henry 
Forded to the point of absurdity. We have quan- 
tity production of ready-made clothing, break- 
fast food, education, ideas, religion and propa- 
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ganda of every conceivable kind. It is an almost 
universal belief that anything can be accom- 
plished by first forming an organization, getting 
a board of directors, a few young executives, 
monumental filing cabinets, an efficiency expert 
or two and then going into conference with 
locked doors. 

The syphilographers and dermatologists, I am 
convinced, have been doing their duty. I have 
heen taking detailed histories both in public 
and private practice for years and I have yet to 
learn of a patient who was taken advantage of 
or overcharged because he had a venereal dis- 
ease. In our office cases we have frequently 
charged less and failed to collect even half of 
the amount paid in cash to this institute for a 
year’s treatment. It has been almost a daily 
occurrence for patients to enter the syphilitic 
clinic at Central Free Dispensary after having 
paid their hundred to an institute, finished their 
vear, still in need of treatment but with no 
money Temaining. It then becomes our job to 
carry on the management of the case. The pol- 
icy of this institute, in this respect at least, has 
heen about as high-minded and socially advanced 
as a cash-and-carry, a Piggly-Wiggly or a one 
arm restaurant. There are unscrupulous men in 
the practice of medicine and there always will be 
a few who take advantage of human infirmities, 
but this does not justify the formation of such 
an organization which turns upside down the 
treatment of disease, and takes patients such as 
the fireman, the brick mason and the laborer 
from our younger men who are eager and 
willing, and more capable, to treat them fot 
the same or less fees than those charged by this 
supposedly highly altruistic institute. 

What, then, was the real need for the organ- 
ization of this institute? There have been well 
organized clinics, manned by trained men, in 
our medical schools for years. We have strug- 
gled along without funds and without even moral 
support from the layman, unadvertised, and un- 
sung. Did the directors of this institute offer 
to lavish large sums of money on these clinics 
before forming their organization? They did not 
because they had probably never heard of such 
clinics. They easily made up their minds that 
they were doing a big thing in a big way because, 
knowing little or nothing about the situation, 
they had little in the way of minds to make up. 
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It seems to me that a very important function 
of this organization is to supply a nice warm 
glow to the egos of the directors. 

Now what can be done? The possibility of 
treating with the directors of this institute has 
been abandoned. Being so-called hard-headed 
business men, they have turned otosclerotic ears 
to the committees appointed to meet with them, 
and are not to be swayed from their high- 
minded, and I might add, high-handed course. 

There is no law of this state whereby this in- 
stitutional practice of medicine can be stopped. 
Inasmuch as advertising is the sole basis on 
which this type of institution can continue to 
exist, the obvious course of procedure would 
seem to be to attempt to change the laws and 
our ethics in such a manner as either to prevent 
advertising by institutions or to allow advertis- 
ing by individuals. An individual may not ad- 
vertise. He must depend for patients upon his 
skill and his reputation. Why should an institu- 
tion having no one of reputation and no one of 
vnusual ability be allowed to. advertise and 
thereby attract and treat a thousand patients 
daily ? 

This institutional trend is a very real problem. 
It is a much more serious and a more imminent 
problem to the genito-urinary specialist and to 
the syphilographer than is state medicine to the 
profession of medicine as a whole. We must 
decide very soon what our attitude is going to 
be. If we choose to oppose it, in doing so we 
must ask ourselves if we are reactionary or 
merely conservative. Few people like to be 
thought reactionary. It bespeaks lack of vision. 
Do we lack vision? Are we blind to the fu- 
ture? Is further progress in. medicine to be 
left to the layman and to the efficiency expert? 

On the other hand, if we are going to lend 
our support to the practice of medicine by in- 
stitutions we must hasten to get into the move- 
ment and lead it, because if we do not we shall 
find ourselves tagging along in the rear ten 
years from now. If this movement is destined 
to succeed we must recognize it and gain con- 
trol at once, or the opportunity will be lost. If 
we delay the lead will soon pass into the hands 
of laymen. 

Before we take a step one way or the other 
we must make up our minds whether we wish 
to retain our individuality or whether we wish 
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to become cogs in a machine and mill-hands in a 
flivver factory. 
25 East Washington Street. 


DISCUSSION 


DR. WILLLIAM ALLEN PUSEY: I think this 
paper should not go without an expression of appre- 
ciation. The whole problem is exceedingly difficult 
to handle. Perhaps you know that I am an individ- 
ualist and strongly opposed to this organization of 
the practice of medicine. I see no solution for the 
general problem just now. There is undoubtedly an 
economic side to the complete care of patients. The 
patient needs, for the best going over, the attention 
of a considerable number of experts and if all of 
the experts charge their usual fee for their services 
the thorough examination becomes a luxury for all 
except the rich, or else must be a matter of charity. 
How that will be handled I do not know. I think 
we well realize that most men cannot be handled on 
an ideal basis, that most men cannot have everything 
they wish ‘handed to them even when they are sick. 
Take the poor devil who is a native of Africa, for 
instance; if he succeeds in making his living without 
being pawed by a lion or infected by the tsetse fly, 
he has about all that is coming to him. We have the 
idea that unless every individual has the very best 
in medicine he has not fair treatment. That is not 
possible except in endowed institutions, and then only 
for a few people. 

I think the best that can be done for the average 
man is to give him a good all-round doctor, a doctor 
who can look after his ordinary diseases and if he 
happens to fall into a small group of cases that need 
special attention he can be referred to the man who 
can take care of him, or be allowed to scratch it out 
if it is a dermatosis. All mankind cannot be given 
perfect, ideal attention, and we have to face that. I 
think there is no doubt that the best way to treat 
sick people is to have a doctor in charge of them 
and responsible for the case. The difficulty about 
an institution is the difficulty about hiring talent of 
any sort. You cannot give a good concert by send- 
ing around to an institution of music and telling them 
to furnish a band of masters; Paderewskis do not 
work that way. The great institution that is the 
prototype of all of the other group clinics is so great 
that it can pretty nearly do that work. In the earlier 
days it could not, but now it is so large that it can. 
The ordinary institute is one where the men are 
really holding on by their eyelashes, and that is not 
an institute where patients are served very highly. I 
think the group clinic will not go indefinitely. I 
think that only institutions where there are men of 
outstanding capacity to direct them will last for long. 
The men around the hospital are different. That is 
group practice, and the best we have. The objection 
I have to a hospital is that the physicians do not 
as a rule have enough authority. I hope to see a 
hospital where the medical staff will have something 
to say concerning its operation. The problem of the 
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Public Health Institute would take so long to talk 
about that I had better quit. 

DR. ANDREW P. BIDDLE, Detroit: In the first 
place, I wish to give voice to my satisfaction and 
pleasure that we are bringing up in a Dermatological 
Society problems which are of interest to the derma- 
tologist outside of the mere problem of disease. | 
have always felt that when we are gathered together 
we should discuss just such problems as Dr. Mitchell 
has brought up. In Michigan the situation is difficult, 
and in Detroit it is acute. We have a venereal clinic 
there under the Detroit Board of Health which passes 
judgment every day on some 700 cases of syphilis and 
gonorrhea. It is claimed that there are given any- 
where from 300 to 350 injections for syphilis a day 
and that many other cases are treated. We believe 
that the propaganda promulgated by Boards of Health 
is proper, if they will recognize their limitations. They 
claim the right to treat venereal diseases on the ground 
that it is in the interest of the prevention of disease. 
We have not been able to combat this argument, but 
the profession as a whole realizes that, if this right 
is acknowledged, it may be but a short step to the 
acceptance in principle of what is generally known 
as State Medicine, which we would all deplore in 
the interest of both the patient and the profession. 
We have this discussion coming up in the Legisla- 
ture year after year and, as soon as we gather our 
forces and down it, it bobs up again. As Dr. Pusey 
says, the condition described by Dr. Mitchell is due 
to the fact that the patients referred to in his address 
should receive the best attention at a minimum price, 
which under the present medical, sociological state 
they do not. As a student of medical history, I am 
firmly of the belief that we had best often recognize 
existing conditions; that it is well not always to 
combat them and change them by force; but that 
we should so conduct ourselves that these people 
anxious for changes and desirous of helping may see 
the light as we see it and conform to the experience, 
practices and desires of the medical profession. 

DR. HAROLD N. COLE, Cleveland, Ohio: I 
think this is a very timely subject and something 
that interests all of us in medicine. Nearly every 
community notices this in some form or other today. 
Just how it will turn out, I do not know. I was 
talking with Dr. Wende about it last fall and he 
thought this was just a passing fad, that it will go 
on for a little while, but will not last very long. 
It has been tried in several places and been a failure. 
He said he understood that in some cities it has 
done well, in Toronto it has done well, but in most 
places the institution is grouped around one or two 
men and as soon as they are gone it will go by the 
board. There is one thing we must remember, how- 
ever. I wonder if there is something wrong with 
our profession and there is a demand for a change? 
Perhaps there is something really wrong and the 
public will get what they want sooner or later. Per- 
haps we need to do something. Perhaps we are not 
educating our medical students properly and not 
getting the right idea. Perhaps we are too mer- 
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cenary and not going into medicine with the same 
outlook we used to have. I think it behooves the 
medical societies to get closer together and look out 
for themselves. In Cleveland we charge $35.00 a 
year for membership in the society. You remem- 
ber the saying, “Where your treasure is there will 
your heart be also,” and we are all much interested 
in what is going on. We have a highly paid pub- 
licity expert and he is on his toes and is looking 
out for what the profession is doing. He sees that 
everything of importance that the medical profession 
does is in the papers. I think we must do more 
of that—we must look out for ourselves. Hygeia 
is a good example of that kind of thing. If those 
things are good they will stay, if the public want 
them they will stay, but if not they will lose out. 

DR. RICHARD L. SUTTON, Kansas City, Mo.: 
I am very much interested in this subject, but I 
believe the matter to be one in which the common 
sense of the general public will ultimately triumph. 
In England there was much worry regarding the 
possible evil effects of a Socialist cabinet. You can 
now see what happened to that ministry. In Amer- 
ica we were upset because of the candidacy of La 
Follette and his brother “pinks.” You can now see 
where they landed. 

The good sense of the public will win out in the 
present instance. People know when they are get- 
ting highly specialized, individual medical attention, 
and they know when they are being run through a 
machine. Few of the self respecting ones will stand 
for the latter method of treatment. They might in 
a “Kranken Casse,” but not in the United States of 
America. 

I feel that in many respects it is a question of 
service salesmanship. When our patrons realize that 
we are giving them high grade, individualized medi- 
cal service, with a conscience behind it, few of them 
will resort to a cut-rate public clinic, no matter how 
widely it may be advertised, or whose names may 
be fluttering at the mast head as a decoy. 





FEEDING THE NORMAL INFANT* 


F. Emerson Inxs, A. B., M. D. 
PRINCETON, ILL. 


The conservation of child life is a movement 
which has actively inspired the whole country. 
Prenatal care and child welfare are being written 
into the laws of our land, but we hear very little 
from either physician or so-called welfare worker 
about one of the most essential points of the 
child’s entire life, that is, the diet during the 
first year, and more especially the first six weeks, 
the most important period in the child’s dietetic 
history. 


*Read before the Section on Medicine, Illinois State Medi- 
cal Society, Quincy, May 20, 1925. 
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The lives of many infants would be saved 
every year if the physician would take as much 
interest in the new born infant as he does in 
the mother, or as he does when later he is called 
to see the sick baby. 

Pritchard wrote in 1922: “If all infants were 
breast fed, and properly breast fed, our Infant 
Welfare Centers and Infant Consultations might 
close their doors, for there would be very little 
work for them to do; but, thanks to the various 
counter-attractions, and thanks also to the igno- 
rance of doctors, nurses and lay public with re- 
spect to details in the management of breast feed- 
ing, an enormous number of infants are relegated 
to the bottle who, with a little resourcefulness 
and knowledge could perfectly well be saved this 
ignominious and dangerous substitution; hence 
our high infant mortality rate and the need for 
welfare centers, not so much to supply dried milk 
and other substitutes as to maintain and proclaim 
our original slogan, ‘Back to the Breast.’ ” 

All are agreed that breast feeding is best for 
the large majority of infants, and most pediatri- 
cians believe that 95 per cent of mothers could 
and would nurse their babies if properly instruct- 
ed, but many physicians are contented to leave 
the feeding problem in the hands of some neigh- 
bor woman or other ignorant person. 

Because of this condition of affairs, I wish to 
present this paper, which will contain nothing 
new, but only a review of a successful routine for 
breast feeding. 

Feeding the Newborn—There is some differ- 
ence of opinion as to when the newborn should 
first be put to the breast. 

Investigation seems to show that: 

1. The glycogen available in the newborn in- 
fant does not last beyond 24 hours. 

2.Colostrum has a high caloric value, but is 
relatively scarce. 

3. Colostrum contains euglobulin, which is the 
only protein absent in the fetal blood. 

4. Antibodies may be contained in euglobulin. 

5. Hemolysins and bacteriolysins are thought 
to be transmitted by colostrum. 

6. Colostrum is a mild laxative. 

7. Colostrum prepares the organism for inges- 
tion of milk. 

For the above reasons particularly, the new- 
born infant should be put to the breast at the end 
of six hours, and every six hours until a secre- 
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tion of milk is started, when a four hour interval 
with five feedings per day should be used. 

Both breasts should be emptied by the infant, 
or by manual expression, at each nursing, and, 
if the baby is small and seems undernourished, 
it is well to add complimentary feedings of a 
boiled milk-water-sugar formula after each nurs- 
ing, until the breast is sufficient to supply the 
needs of the child. 

The newborn should receive a minimum of 
twelve ounces of fluid the first twenty-four hours, 
and, if the breast and the complimental feedings 
do not supply this amount, bailed water should 
be given in sufficient quantity. 

If this routine is carried out, the initial loss 
will be lessened or entirely eliminated, and the 
so-called inanition fever of the newborn will be 
largely a thing of the past. 

Occasionally there will be found an infant that 
is too weak or too lazy to nurse, in which case 
the colostrum can be expressed from the breast 
and given with the complimental feedings by a 
medicine dropper, or from a bottle, but above all 
get the baby to take twelve ounces of fluid every 
twenty-four hours. 

Technic of Breast Feeding.—During the nurs- 
ing period, both mother and child should be in 
the most comfortable position possible, so each 
may attend strictly to the job at hand. The 
breast should be held away from the baby’s nos- 
trils so as not to interfere with breathing, and 
all distracting influences removed so that the in- 
fant can give its whole attention to nursing. 

The child should be fed regularly at definite 
intervals, the four hour interval with five feed- 
ings a day probably being the best if the mini- 
mum gain is continued. If, however, the weight 
curve does not continue upward at the rate of 
from four to six ounces per week, the three hour 
interval with six feedings a day should be used. 

A robust, healthy infant that is gaining nor- 
mally should be kept at the breast as long as it 
continues to suck and swallow, which is usually 
about fifteen minutes. With the weak or under- 
nourished baby the time required for nursing 
will be longer, as it has to stop and rest frequent- 
ly, for the act of sucking is hard, as anyone who 
has taken the trouble to watch will agree. The 
baby should not be allowed to sleep for any length 
of time at the breast. If it cannot get sufficient 
food in twenty-five minutes the milk should be 
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expressed directly into the mouth, or into a clean 
container, and given from the bottle. 

The breasts should be rotated at nursing, un- 
less it becomes necessary to use both breasts at 
each feeding, when the breast to be used first 
should be rotated, and each breast completely 
emptied manually, after nursing. 

The breasts should be cleansed with soap and 
water, and rinsed with clear water before ani 
after nursing, but the baby’s mouth should be left 
strictly alone, or more harm than good may 
result from attempting to cleanse it manually. ° 

If the nipples become sore and too painful to 
nurse, do not use the nipple shield or breast 
pump, but empty the breasts manually. This 
can be done easily and quickly after a little prac- 
tice. Place the ball of the thumb on the upper 
surface of the breast at the free edge of the are- 
ola, with the breast resting upon the fingers ani 
the ball of the index finger at the free edge of 
the areola posteriorly. Approximate the thum) 
and forefinger, applying gentle pressure to the 
breast, and at the same time pull forward an 
outward. The milk can thus be expressed with- 
out pain or discomfort. 

Conserving and Increasing Quantity of Breas! 
Milk—The opinion is practically unanimous that 
regardless of the exact physiological manner in 
which lactation begins, it depends, for its contin- 
uance, upon the act of sucking. Repeated ani 
systematic analysis of breast milk shows that the 
quality is rarely at fault but, because of inade- 
quate stimulation, the quantity is frequently 
diminished, For the greatest success in breast 
feeding there should be a regular and complete 
emptying of the breasts, both breasts at each 
feeding if necessary. There are times when the 
infant does not empty the breast completely, an« 
if these times become numerous, and the milk is 
inadequate, the breasts should be emptied man- 
ually after each nursing. Absolute regularity of 
feeding gives the breasts the education necessary. 
Empty the breast entirely and it fills again, as 
it were, to the same level and beyond; if not 
emptied the milk falls off in quantity and qual- 
ity. Chemical analysis of the milk is ordinarily 
of little value, unless it be to satisfy the mother. 
for it varies from day to day, and from nursing 
to nursing, as well as during individual nursings. 

The quantity, but not the quality of the milk 
can be influenced by the diet, although it is not 
possible to draw absolute conclusions. The food 
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should be general, and such as the mother has 
been accustomed to, with a tendency to a high 
protein intake, but not pushed to the point of 
gastric upset. The fluid intake should be in- 
creased if possible, with at least a quart of water 
per day, and the same amount of milk, if it does 
not interfere with the appetite. It is well to take 
the water half an hour before nursing periods. 

Although the regular and complete emptying 
of the breasts is the most important factor in 
nursing, the environment and mental attitude of 
the mother influences to some extent the milk 
supply. A hopeful and determined point of 
view on the part of the mother will help to con- 
serve the secretion of the milk. 

It is well worth the time spent on the part of 
the physician in explaining to the mother the nec- 
essity of her nursing her baby, and in suggest- 
ing little details that will make nursing easier 
and more successful. Definite instructions should 
be written and explained to the mother until she 
thoroughly understands what she is to do. When 
the doctor has won her entire confidence and co- 
operation he has won half the battle, and there 
is no better way of achieving this than by show- 
ing her that he is interested in her problem. Have 
her report regularly and impress upon her the 
importance of routine even to the formation of 
habits. 


Contraindications to Breast Feeding—The us- 
ual reasons advanced for failure to nurse are 


generally invalid. Breast feeding, if properly 
managed is seldom harmful even to delicate moth- 
ers, and may even be beneficial. Active pulmo- 
nary tuberculosis constitutes the only positive 
contraindication to breast feeding. However, if 
the lesion is healed, there may be no objection to 
nursing the infant for the first few weeks at least. 

As to epilepsy and insanity, they in themselves 
are no contraindications unless there is danger to 
the infant or injury during nursing. If there is 
someone to watch during this period the baby 
should be kept on the breast until it gets a good 
start. 

In cases of malignancy, severe anemia, goiter 
or cardiac decompensation, each must be consid- 
ered as an individual problem. 

If syphilis has been acquired after the birth 
of the baby it is a contraindication, otherwise 
not. 

In acute mastitis it may be necessary to stop 
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the breast feeding temporarily and empty the 
breast manually. 

In acute infections, it is probably best for the 
infant, if it is up to weight, to omit the breast 
feeding temporarily and feed, especially in the 
case of pertussis or measles. 

Pregnancy and the beginning of menstruation 
are not causes for weaning early. 

Mixed Feeding—The weight curve is the indi- 
cator of the success or failure of any method of 
feeding. If the infant is making a minimum 
gain of four ounces a week, the feeding is success- 
ful, regardless of crying, colic or character of 
bowel movements, and should be continued unless 
it is certain that a much better method can be 
used. 

If, however, the weight is not increasing as it 
should on the breast, and the amount of breast 
milk cannot be increased, or for some reason 
it becomes necessary to rest the breasts, compli- 
mental feeding should be instituted. 

A boiled milk-water-sugar mixture of a fair 
concentration should be used. It should be un- 
derstood, however, that the breasts should be emp- 
tied first. Following each regular feeding a 
small amount of the milk formula may be given 
until the child makes the necessary gain. The 
amount probably will vary at each feeding, and 
each child will require different amounts. As the 
breast milk increases or decreases the amount of 
complimental feeding will decrease or increase, 
but usually from the sixth month on the amount 
is gradually increased. 

If care is not taken, a child will quickly learn 
that it is easier to nurse from the bottle than 
from the breast, so it is best that the complimen- 
tal feedings be not obtained too easily. 

Complimental feeding then, means that at each 
regular feeding the child is put to both breasts 
and is encouraged to nurse, and is then imme- 
diately given from a bottle sufficient milk mix- 
ture to satisfy its requirements, while the moth- 
er’s breasts are completely emptied manually. 

As to supplemental feeding, it is unwise unless 
there is sufficient or an excess of breast milk, 
when it may be used occasionally to allow the 
mother to get away from home, or in cases 
where weaning is being started. 

If the breast feeding is sufficient, and there 
is no need for regular complimental feeding, an 
occasional feeding should be started during the 
third or fourth month so the baby may become 
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accustomed to this method, which may have to 
be used in emergencies. 

It is comparatively easy to train children be- 
fore the end of the third month, but later it is 
somewhat of a task. For this reason it is well 
to start giving cod liver in small doses at this 
time, even in breast fed babies. 

About the end of the second month, or the be- 
ginning of the third month, a little orange juice 
should be given once a day, between nursings, 
starting with one-half a teaspoonful and gradu- 
ally increasing until the juice from a fair-sized 
orange is given. The orange juice may be alter- 
nated with the same amount of: strained tomato 
juice. 

At the fifth month a teaspoonful of well- 
cooked cereal with a little milk and sugar added 
may accompany the mid-forenoon feeding and, 
if well borne, can later be given at the six P. M. 
meal. The amount may gradually be increased 
until at the end of the year four or five table- 
spoonfuls may be given. Cracker and dry bread 
may also be given now. 

During the sixth or seventh months an ounce 
or two of a vegetable puree may be given at the 
two P. M. feeding and the amount increased 


rather rapidly to four or five ounces at a feeding. 
About this time thickened milk gravy may be 
given with a little baked potato or bread crumbs. 


Well cooked bacon 
amounts. 

During the ninth month, rice, bread or tapioca 
puddings may be given in small amounts, and 
cooked vegetables, such as carrots, spinach, pota- 
to or parsnips may form a separate dish, as well 
as small amounts stewed fruits, 

During this time the amount of breast milk 
has been decreasing and the amount of cow’s 
milk has increased, until by the end of the first 
year the child will have gradually weaned itself, 
and is taking from a pint to a quart of milk, 
never more, in four feedings a day, following 
a diet which may include well cooked and finely 
divided vegetables, thoroughly cooked cereals, 
broths, puddings, dry breads and toast with but- 
ter, crackers, a little finely divided meat and well 
cooked bacon, cooked fruits and occasionally a 
little scraped raw apple. 

The various articles and quantities given daily 
will depend upon the weight curve, care being 
taken not to overfeed. 


Egg should be added slowly, as it of all foods 


may be added in small 
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is the most likely to cause an anphylaxis. It may 
be given in drop quantities in the milk, and 
gradually increased if no reaction follows, and 
given as a separate dish during the sixth and 
seventh months. 

Of course, it is understood that only one new 
article of diet is to be added at a time, and that 
only after the child has become accustomed to 
the one preceding. 

If such a schedule has been carefully carried 
out the child will have weaned itself by the end 
of the first year without the usual attendant dif- 
ficulties, and the mother will also be spared 
much annoyance and distress. 

In closing I wish to emphasize that: 

1. Each child be considered as an individual 
for which a definite routine should be worked 
out, and not a nonentity to be fitted into some 
scheme of feeding. 

2. Regular complete emptying of the breasts 
is the best means by which to increase the sup- 
ply of milk. 

3. The weight curve should be the guide as 
to the success or failure of the diet. 

4. Weaning should be a gradual process. 

5. By all means secure the confidence and co- 
operation of the mother. 


DISCUSSION 


Dr. J. C. Krafft, Chicago: It is a timely subject 
well given. It is a fad much used just now but 
seldom indicated. 

I would like to hear from the essayist as to how 
many of these children who have supplementary feed- 
ing the first few weeks become weaned after two 
months or three months, I would advise using supple- 
mentary feeding only in those cases where there is 
more than one-tenth loss in body weight. 

Four-hour intervals of feeding is a mooted question. 
Any child under weight will not do well on four-hour 
feedings. It is only the fat child that does well. Nor 
will a child ever keep on nursing very long when you 
use both breasts at one feeding. I know of no case 
where the child has nursed over two months where you 
have used both breasts at each feeding. 

The cattle raisers in Missouri have tested that very 
minutely. In animal life nursing is not continued very 
long when used at such frequent intervals. 

I would also say, never let a child nurse from a 
tubercular mother, whether the lesion be open or closed. 
We have a few records at the tuberculosis sanitarium 
that bear us out very well on that. Holt cites a case 
where a child was in contact with a tubercular mem- 
ber of the family for twenty minutes or half an hour 
and was dead within eleven weeks from tuberculosis. 
Never let a child nurse from a tubercular mother 
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whether the lesion be active or whether they are closed 
lesions. 

I enjoyed the Doctor’s paper. There will always be 
differences of opinion on the details of it, On the 
whole, it is a very interesting paper. 

Dr. F. H. Renberg, Chicago: Mr. Chairman, I would 
like to add a word. In listening to Dr. Inks’ discus- 
sion or paper where he refers to the doctor being dere- 
lict in not instructing the mother in the nursing care 
and feeding of babies, I wonder whether it may not 
be just as important for the doctors to see that there 
are not quite as many births. 

From my observations, which perhaps are limited, | 
find in many homes where the mother is ignorant of 
the proper feeding and care of babies there are too 
many children. The mother has another baby in 
fifteen months. She hasn’t done very well by the first 
baby. It doesn’t thrive as it should and, lo and behold, 
there is another on the scene. 

It may not be relevant to the question or to the 
paper, however, it is a factor that appealed to me as 
dealing with the subject from perhaps another angle. 
I believe it is a matter that should be considered by 
physicians in trying to lengthen the birth interval and 
in that way perhaps better care in regard to the feeding 
will be given the infant, 

Dr. R. O. Hawthorne, Monticello: I would like to 
ask the doctor who read the paper whether he makes 
a routine practice to give cod liver oil to every child, 
or to rachitic children only? This is a heavy oil and 
is hard to digest. Why take the chance of upsetting 
the digestion of a child by giving cod liver oil, if they 
are already doing well and not rachitic? 

Dr. F. Emerson Inks (closing): I am glad Dr. 
Krafft said what he did. That is what I have been 
trying to preach. Don’t treat the babies all alike. 
That is where a lot of our trouble has been in the 
past. Somebody has worked out a method of feeding 
and we feed all the babies that way. What I should 
like to see done is every baby considered a problem 
unto itself. 

As to Dr, Krafft saying he has never seen a baby 
who nursed any length of time when both breasts are 
used at a feeding, I have a girl three years old who 
nursed from both breasts up until ten months old, 
until she developed whooping cough and weaned her- 
self gradually. 

As I said, the four-hour feeding will not always 
hold. You have to depend upon your weight curve. 
That is the whole thing in successful baby feeding. 
They should be gaining gradually. 

With regard to the question of feeding and the 
frequency of pregnancy, I know of no way to control 
that. We all appreciate the fact that coming too often 
is bad. I suppose we should probably fix about every 
three or four years. My theory would be every well- 
to-do family should have four at three to four-year 
intervals.. When anybody learns to do that, we will 
have everybody coming our way. 

As regards cod liver oil. Why? Well, one thing 
is, as I tried to mention, there is a certain period in 
breast feeding that we don’t know about; but I think 
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the consensus of opinion among those who are work- 
ing claim that about ninety per cent. of the children 
have rickets although they are not sick with rickets. 
I have been trying it out and I have been lucky to 
get physicians in my town whom I have persuaded to 
let me train their babies to use cod liver oil. 

You will find a half a teaspoon will very seldom 
upset the stomach. This is more needed in the con- 
gested districts than it is in the districts where the 
children can be out in the open sunlight. It has been 
conclusively proven that with sunlight and cod liver 
oil we can cure rickets. 





PREVENTIVE SURGERY* 


Frank D. Moors, M.D., F.A.C.S8. 
CHICAGO 


For some time, now, we have been hearing 
much of preventive medicine. It is, in fact, 
generally considered the keynote of modern 
medical progress. Prophylaxis, prevention—of 
these we constantly hear much and even the 
laity can discourse fluently upon the subject. 
The medicine of today is preventive. Public 
health and sanitation bureaus, inspection of 
school-children and of employees of large in- 
dustrial plants, the campaign for the periodic 
health-examination, the slogan, “Visit your 
doctor on your birthday,”—all these are indic- 
ative of the trend of general medicine toward 
prevention as against the old idea that medical 
science was only to cure the sick. 

We hear less of preventive surgery. The 
phrase, in fact, is unfamiliar to the average 
physician and is practically unknown to the gen- 
eral public. The analogy, however, is that of. 
parallel themes. We emphasize the preventive 
in medicine, why not the preventive in surgery? 
We recognize and the general public is beginning 
to realize the need for removing foci of infec- 
tion, such as cause the ordinary ailments. The 
removal of diseased tonsils to prevent rheuma- 
tism and heart disease in childhood, the im- 
provement caused in many children by the re- 
moval of adenoid tissue from the naso-pharynx, 
these are generally accepted facts and the public 
recognizes the need for these minor operations 
as a means of prevention as well as a curative 
measure. In gynecology, too, the repair of lacer- 
ations to prevent future prolapse and other pelvic 
disturbances is a common occurrence. The re- 


~*Read before the rgd County Medical Society, Wood- 
stock, Illinois, May 8. 1925. 





234 


moval of cancerous lesions in the earliest possible 
stage are well-known measures of prevention. 
What is not so common, however, is preventive 
surgery in a much wider and more radical sense. 
If there is to be a wider growth of the field of 
usefulness for surgery, it may surely be most 
effective along the lines of true prevention. 
We are accustomed to the idea of preventive 
medicine. The expression is fairly old. Pre- 
ventive surgery is new, but no less important. 
Internal medicine, as an accurate science, is 
older than that of surgery, and it is only natural 
that it should be the first to extend its field of 
usefulness into that of prophylaxis. In the old 
days, when asepsis was unknown or at the best 
uncertain, surgery was not a thing to be under- 
taken lightly, certainly not a measure to be re- 
sorted to for a patient as a protection against 
future ills. The future was uncertain only in 
its hazards; the remedy was certain in its risks. 
Nowadays, of course, with the practical safety 
of operation, in well-equipped hospitals and in 
the hands of competent surgeons, this argument 
has outlived its usefulness. The present remedy 
of surgery is less hazardous than the risk of 
future illness. Surgery must always be per- 
formed to relieve immediate pain and to save 


life, but it should aim always not only to do 
these most necessary things, but even more im- 
portant still, to prevent the onset of surgica! 
conditions which may be far more serious than 


the original complaint. In this way only, can 
it accomplish the most possible for the good of 
mankind. 

One of the broadest fields for prophylaxis in 
surgery, is that of the prevention of carcinoma 
by the early recognition and early removal of 
the so-called pre-cancerous lesions, and this is 
a field which includes the entire body. Probably 
one of the best examples of what can be done in 
the way of prevention is illustrated here in the 
case of tumors of the mammary glands. Early 
removal of any persistant lump in the breast 
and especially radical removal of the whole 
breast for any lesion in the least suspicious of 
carcinoma, gives us some of our best results in 
the line of prophylactic surgery. Chronic cystic 
mastitis and eczema of the nipple are un- 
doubtedly pre-cancerous lesions, for which radical 
amputation of the entire organ and its adjacent 
structures is the surest method of avoiding fu- 
ture trouble. It has been estimated that from 
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15—50 per cent. of all breasis removed for 
cystic disease have been found to show pre- 
cancerous changes or even areas of true carci- 
noma. 

The same general principle holds true in any 
case of carcinoma of the skin or other easily ac- 
cessible tissue. While radium and the x-ray 
are much used in these cases, where surgery is 
possible, it is a surer means of prophylaxis. 

The stomach as a field for surgery has always 
been a very fertile one. The subject of gastric 
ulcer, its possible status as a pre-cancerous lesion 
and the possibility of healing it by medical 
rather than surgical measures, has been most 
violently discussed. The internists still argue 
for medical treatment; the surgeons will admit 
nothing but a surgical cure. In view of the fact 
that there is this uncertainty and that many cases 
are, at first, correctly or not, termed ulcer, which 
later are found to be typically malignant, it 
would seem that those cases of chronic gastric 
ulcer treated surgically, offer the best ultimate 
prognosis as to freedom from future malig- 
nancy. 

Other parts of the gasto-intestinal canal offer 
similar fields. The same arguments hold true 
for duodenal ulcers, while fissures, polyps an: 
hemorrhoids of the rectum may be the start- 
ing point of future malignancy and warrant earl) 
surgical cure. 

To the gynecologist, preventive surgery is of 
the greatest usefulness. Probably the variou- 
affections of the uterus furnish us with as many, 
if not more examples of pre-cancerous lesions 
than any other organ in the body. Myomata 
of the fundus and chronic erosions and ulcera- 
tions of the cervix are especially favorable 
grounds for the later development of malig- 
nancy. Chronic inflammations of either the 
body or the cervix of the uterus are important 
as potential carcinomata. The hyperlastic con- 
dition of the endometrium in many cases of 
chronic endocervicitis, although not truly malig- 
nant, shows the atypical and endometrial changes 
often found in connection with malignant areas 
and may best be considered as pre-cancerous. 
Degenerating myomata frequently give rise to 
similar changes in the fundus and the irritat- 
ing discharges from any of these conditions pro- 
duce the constant mechanical and chemical irri- 
tation which is so predisposing a factor in 
beginning malignancy. The important thing, 
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then, in prophylaxis, is to remove as early as 
possible all chronic ulcerations or inflammations 
of the uterus, either in the fundus or in the 
cervix. The earlier the removal of these sources 
of irritation, the better for the health of the 
patient. Certainly it should be done before the 
onset of the cancer age, when malignancy is 
most apt to appear. The accessibility of the 
cervix to operation renders it one of the most 
favorable fields for prophylactic surgery. 

(all-stones are usually regarded as the com- 
monest pre-cancerous lesion of the gall-bladder 
or the common duct, although chronic cholecys- 
titis is no doubt nearly as guilty an offender. In 
many cases of carcinoma of the gall-bladder, 
a careful history shows that the condition has 
been preceded for years by a chronic cholecystitis 
or by gall stones, There may have been definite 
attacks of biliary colic or only the history of 
long continued symptoms, suggestive of a gall. 
bladder infection. Statistics given by different 
writers place the frequency of cases in which 
carcinoma is preceded by gall-stones very high, 
usually 60-70 per cent., and the mechanical irri- 
tation of the stones is usually considered as the 
direct causative factor, acting on the already hy- 
perplastic glandular mucosa. 

Metastatic carcinoma of the liver and bile 
ducts may be especially considered in this dis- 
cussion, as certainly any condition that is se 
ondary could well be prevented by early remedial 
measures for the primary disease. Carcinoma 
of the liver is rare as a primary disease and we 
may well expect that in the surgery of the future, 
it will be even rarer, as prompt and efficient re- 
moval of the primary lesion in the pylorus, gall- 
bladder or other organs is earlier instituted. 

There are many other pathological conditions 
occurring in the human body which are merely 
pre-cancerous in their early stages and which 
could be prevented, by early prophylactic sur- 
gery from degenerating into the more serious 
form.. We may cite, for instance, the cases of 
supposedly benign papillary growths in the 
urinary bladder, cystic or adenomatous growths 
of the thyroid which in a certain percentage: of 
cases are followed by carcinomatous degenera- 
tion. As our knowledge of early pathology 
grows, many of the early stages of cancer which 
are now obscure in origin, will be made clear 
and the opportunity for preventive surgery will 
develop. 
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In general abdominal surgery, exclusive of 
cancerous and pre-cancerous lesions, the asso- 
ciated pathology of the gall-bladder affords an 
extensive field for preventive surgery. In it we 
may find the pathology of practically the whole 
abdominal cavity. Chronic appendicitis, espe- 
cially in women, duodenal ulcers, infection of 
the kidneys and pancreatitis are the most out- 
standing of these secondary or co-existent lesions. 
It is an every day occurrence in operations for 
appendicitis to discover an often previously un- 
suspected case of gall stones. The question, of 
course, may arise, as to which condition was the 
primary one and which was superimposed upon 
the other, or were both merely co-existent and 
dependent upon the same etiological factor. In 
view however, of the much greater chronicity of 
gall-bladder disease, with its long period of 
vague symptoms, or of so-called latency, this 
would seem to be more probably the primary 
lesion. Appendicitis, on the other hand, while 
often chronic, and lasting over a period of 
years, rarely does so without an occasional flar- 
up, even if subacute, to announce its presence 
and to display its warning signals. Again, the 
symptoms of appendicitis are so well-known, 
and the diagnosis so often made by the patient 
or the patient’s family, that the appendix rarely 
goes so long unrecognized. Gall-bladder infec- 
tion, on the other hand, may exist for years, 


‘the patient generally considering himself to be 


the subject of “indigestion,” “biliousness,” ete. 
and often considering it unworthy a visit to the 
physician. Inasmuch as _ infection usually 
reaches the gall-bladder by the hematogenous 
route or by way of the lymphatics, it is reason- 
able to expect a certain amount of hepatitis in 
connection with disease of the gall-bladder and 
this we usually do find, although it is frequently 
mild in character. 

Duodenal or gastric ulcers may be a part of 
the associated pathology of gall-bladder disease, 
and the symptoms of ulcer may readily over- 
shadow those of the other condition. 

The gynecologist, in operating for pelvic dis- 
ease in women, not infrequently finds a gall- 
bladder full of stones, a condition which may 
have been previously utterly unsuspected. 

Kidney infection, especially of the right side, 
may be secondary to an old cholecystitis, the 
infection traveling by way of the blood stream 
or lymphatics or even by direct extension through 




















the loose perinephritic cellular tissue. It may 
also follow a gall-bladder disease, through purely 
mechanical agencies, such as adhesions displacing 
the kidney, with a consequent kinking or block- 
ing of the ureter. If the infection is hema- 
togenous, it may affect the left kidney also, but 
this is less usual. 

Probably the most serious and therefore, im- 
portant condition which may be secondary to 
disease of the gall-bladder is pancreatitis, acute 
or ch nic or even carcinomatous. The serious- 
ness «. pancreatitis is unquestioned, and its im- 
portance in this connection, great, because the 
surgery of the pancreas is the surgery of the gall- 
bladder. The incidence of pancreatitis as asso- 
ciated with cholecystitis, either with or without 
gall-stones, has been estimated at from 50 to 75 
per cent. and many surgeons have found it only 
in connection with that disease. Cases of sup- 
purative or acute hemorrhagic pancreatitis are 
considered by most authors as wholly dependent 
on a previously existing case of cholelithiasis, 
and this is further evidenced by the relief af- 
forded by operation not upon the pancreas but 
upon the biliary tract. 

The close pathological connection between 
these two diseases is paralleled by their close 
anatomic relationship. The openings of liver, 
gall-bladder and pancreas into one duct make 
of them practically one system, with a marked 
liability to the extension of infection from one 
part of the tract to another. Infection of the 
pancreas from infected bile or from backing up 
of the bile into the pancreatic duct or even from 
mechanical pressure from an enlarged gall- 
bladder, stones or blocking of the duct, with sub- 
sequent backing-up of the bile, is frequent. To 
whatever factor this infection is due, however, 
the main fact to be viewed in this discussion is 
that pancreatitis is practically always secondary 
to a cholecystitis and that early surgery of the 
biliary tract, usually the gall-bladder, may ef- 
fectually prevent the secondary or subsequent 
disease. 

In view, also, of the findings following the 
two operations, that of cholecystectomy and 
cholecystostomy, with the majority of surgeons 
now favoring the former as the operation of 
choice, we find here a further argument for 
cholecystectomy as compared with cholecystos- 
tomy. In a previous study of the end-results 
of these two operations, it seemed fairly conclu- 
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sive that the ultimate results, those obtained a 
number of years after operation, showed the 
preponderance of permanent relief from symp- 
toms as well as freedom from complications or 
secondary infections, to fall to the credit of total 
extirpation of the gall-bladder as opposed to the 
results following only the operation of drainage. 

If, by cholecystostomy, we relieve only, if we 
leave opportunities for the later development of 


» pancreatitis as well as the recurrence of other 


symptoms, we have not done all that surgery 
should do. We may have relieved the immedi- 
ate condition, but we have not prevented future 
illness. As a prevention, then, of pancreatitis 
as well as other secondary infections, we may 
urge the early surgical treatment of the gall- 
bladder, with cholecystectomy as the operation 
of choice whenever choice is permitted. It may 
be added, too, that in the hands of competent 
surgeons, that choice is very wide. 

Before leaving the discussion of the gall- 
bladder as a field for prophylactic surgery, we 
should not fail to mention its possibilities as a 
chronic focus of infection. Chronic cholecystitis 
may and often does set up metastatic infections 
in far-distant parts of the body. Obscure cases 
of arthritis, disturbances of metabolism, even 
abscesses have been recognized as due directly to 
a diseased gall-bladder and have been cleared up 
entirely, even though chronic and of long-stand- 
ing, by the removal of the original focus of in- 
fection, the diseased gall-bladder. 

Although it is much rarer that an infected 
appendix is allowed to remain than is a dis- 
eased gall-bladder, still the chronic appendix has 
a considerable number of secondary conditions 
arising as sequelae to it. Chief among these 
are various pelvic conditions in women, in which 
infection spreads, either by direct contact or 
through the lymphatics to the ovaries and tubes. 
It is certain that exudate from an acute appen- 
dix may gravitate into the pelvis and form ex- 
tensive adhesions there, sometimes without leav- 
ing any great trace on the appendix. The 
question arises in this connection, whether or not 
cases of appendicitis in children may not in this 
way lead to sterility in later life. The possi- 
bility of this complication is a very important 
one, especially in relation to the woman’s future 
welfare and happiness. In many female chil- 
dren, it is found that the appendix lies very low, 
often hanging over the pelvic brim and _ this 
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makes the probability of extension of infection 
very strong. Adhesions forming about the ovary 
from this source may lead to cystic ovaries. 
Adhesions may likewise pull down the uterus in 
a position of retroversion or retroflexion, with 
a later history of severe dysmenorrhea. The 
appendiceal type of dysmenorrhea is common and 
consists, really, of a subacute exacerbation of a 
chronic appendicitis, occurring at the time of 
the menstrual period, because of the pelvic con- 
gestion present then. These cases of dysmenor- 
rhea are invariably cleared up by the removal of 
the appendix and any other subsequent pathology. 
perinephritic abscesses have been secondary to 
the rupture of a retrocecal appendix, and even 
an extensive involvement of kidney-tissue has 
occurred. Appendiceal abscesses may burrow 
along the muscle-wall and may simulate a psoas 
or other deep-seated abscess. 


SUMMARY 


n conclusion, then, let us look again at the 
pussibilities of preventive surgery as compared 
with those of preventive medicine. Although a 
recent expression and to many a new idea, the 
analogy holds good throughout. If prevention 
is to be the keynote of modern medicine, it can 
and should be the keynote of modern surgery as 
well, 

It has been for far too long the custom to 
think of surgery, largely in connection with ad- 
vanced disease, and to be content if it results 
in relief of the immediate cause for operation. 
Now, however, when most of the risks have been 
taken from surgery by good aseptic technique 
and when surgeons are vastly more competent 
than formerly, we have a right to expect from 
surgery, not only the relief of those symptoms 
for which the patient comes to operation, not 
only the treatment of the particular lesion at 
hand, but a careful survey of the field and a 
removal of the cause for future trouble. That 
is, operation should be not only palliative, not 
only curative, but prophylactic as well. 

Let us recognize the need for early recogni- 
tion of symptoms, for early diagnosis and early 
operation, not alone to relieve pain or to save 
life, great though these aims may be, but tc 
prevent the occurrence of the many secondary 
conditions which are often graver than the pri- 
mary disease. In the light of modern advance- 
ment, when medicine has gone far beyond the 
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stage of curative treatment only, why should 
not surgery progress also to this much greater 
and vastly more desirable goal? 

30 N. Michigan Ave, 





ESSENTIALS OF A BALANCED DIET 


N. C. Innayan, M. D. 
CHARLESTON, ILL. 


Babylonian, Assyrian and Greek mythology 
alike taught that food and drink Gods consumed 
were of higher quality and potency than were per- 
mitted to mortals. They were strictly withheld 
from mortals, it mattered not how great and 
acceptable were their services to gods; because 
the meat and drink of Gods had the quality of 
making Gods of mortals, conferring on them 
godly wisdom, power and immortality. 

The following verses from Genesis are sig- 
nificant and corroborative of the foregoing: 

“And the serpent said unto woman, ye shall 
not surely die. For God doth know that in the 
day ye eat thereof (meaning tree of knowledge 
of good and evil) then your eyes shall be opened, 
and ye shall be as Gods, knowing good and evil. 
* * * And the Lord God said; And now lest 


he put forth his hand, and take also of the tree 
of life, and eat, and live forever; Therefore, the 
Lord God sent him forth from the Garden of 
Eden to till the ground from whence he was 
taken.” 

So Adam and Eve were ordered to live on 


baser foods, “the herb of the field.” They had 
already eaten of the tree of knowledge, of good 
and evil, and their eyes had opened, but they 
were not permitted access to the tree of life, 
and as the result, their descendants have re- 
mained mortal to this day. 

The ancients believed that close relationship 
existed between the quality of food and the per- 
sonality of the consumer, and that the deteriora- 
tion of food meant deterioration of the person or 
race and vice versa. Shakespeare refers to this 
belief when he makes Cassius say, “Now, in the 
name of all the Gods at once,. upon what meat 
doth this our Caesar feed that he is grown so 
great ?” 

Greek gods may have lived on a monotonous 
diet of ambrosia and nectar, but human beings 
in order to develop and function properly must 
have a varied diet of many articles of food, be- 
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cause these mortals are of many parts, fearfully 
and wonderfully made. 

One is tempted to suspect if the outburst of 
ill-temper denizens of Olympus at times dis- 
played toward each other and their human wor- 
shippers were not due to ill-balanced diet they 
partook of. 

A food is any substance which will supply one 
or more material needs of the human body. 
Foods must be both constructive and energy pro- 
ducing. Food substances are classified as follows : 
1. Proteins; 2. Carbonhydrates; 3. Fats; 4. Min- 
erals; 5. Water; 6. Vitamines. 

1. Proteins include all organized nitrogenous 
substances, animal or vegetable. Fifteen per cent 
of their weight is nitrogen. All body cells con- 
tain nitrogen. It is necessary to formation, res- 
toration and maintenance of every important 
body structure. 

To keep the body in a healthy state about 1 
gram of protein for each kilogram of body weight 
must be included in the daily diet. One-third 
or one-half of this amount should be eaten in the 
form of lean meats, and the rest in the form of 
various vegetable proteins, eggs and milk. Ani- 
mal protein is easily digested and assimilated. 


It also helps utilize a greater proportion of vege- 
table proteins. 

Proteins are split into amino acids by hydrol- 
ysis and are absorbed into the blood. Almost all 
of the daily intake is excreted in the form of 


urea (Van Slyke). The liver does not store 
amino acids; it converts them into urea, which 
is excreted by the kidneys. Muscles store but 
a small fraction of amino acids. Practically there 
is no provision made in the human economy for 
storage of any considerable amount of proteins. 
Part of the amino acids are incorporated into 
the structure of the body and another part is con- 
verted into ammonia and that later into urea and 
excreted. The rest is converted into glucose and 
serves as fuel. 

It is of great moment to remember that in dia- 
betics when carbohydrate is excluded from the 
dietary, or greatly restricted, 58% of the protein 
ingested is converted into glucose and behaves in 
every respect as carbohydrates. 

Rather large amounts of proteins are permis- 
sible during the growing period of life, during 
convalescence from exhausting diseases and when 
long periods of severe exertion are followed by 


hypertrophy of muscular tissue. To consume a 
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large amount of protein is worse than useless, be- 
cause it cannot be stored in the body ; besides, it 
overworks the liver and the kidneys. The part 
that acts as energy producer can be replaced 
to better advantage by carbohydrates and fats. 

2. Carbohydrates are starches and sugars. 
They furnish heat and energy, conserve protein, 
and if the amount is more than can be util- 
ized they are stored in the liver in the form 
of glycogen and elsewhere as adipose tissue and 
if the amount of carbohydrates is very large and 
rate of intake fast it may overflow storage capac- 
ity of the body and appear in urine in the form 
of glucose. 

When prolonged hard muscular exertion is re- 
quired, addition of sugar to food ration will in- 
crease the capacity for work and postpone the 
feeling of fatigue. It is best to take most of the 
carbohydrates needed in the form of starch. 
While it takes a longer time to digest and assim- 
ilate than sugar, there is not much danger of 
flooding the liver with glucose beyond its capa- 
city, as happens if large amount of sugar is eaten. 

Starch is converted into sugar into the diges- 
tive canal. Sugar undergoes only a slight change 
before assimilation and practically with no loss. 
From the storehouse of the liver and to a lesser 
degree from the muscles, blood is supplied with 
glycogen to the concentration of .015, or 15 per 
thousand. 

If carbohydrates taken are insufficient to sup- 
ply the immediate needs of the body, proteins and 
fats are drawn upon to fill the deficit. 

Sugar must be used as food; its use as con- 
diment leads to its abuse. Among the dietetic 
vices of our times, excessive use of sugar comes 
first, protein abuse closely following. 

3. Fats. One-sixth of the body weight is fat. 
The chief source of fat in the body is carbohy- 
drates ; the rest is derived from fats and proteins. 
There is about one-fourth ounce fat in the circu- 
lating blood. Ninety per cent of body fat is util- 
ized before death from starvation takes place. 

Fats are absorbed as fatty acids and glycerine. 
Glycerine forms 10% of fats and acts as glucose. 
Fats are burned up into CO? and water. They 
spare protein, form part of the body tissues, in- 
cluding nerve tissue, yield energy and heat, can 
be stored in body as reserve, give protection to 
important tissues and organs and serve as lubri- 
cant. 

Butter is the best fat for food purposes. It 
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contains 80% pure fat. It may be consumed in 
large amounts, up to one-fourth pound daily, with 
benefit. This is important to have in mind when 
enough carbohydrates and proteins are not avail- 
able, or when they are contra-indicated on 
account of some metabolic abnormality. The use 
of a large amount of fats leads to acidosis unless 
carbohydrates are included in the diet, at least 
in the proportion of one part to three of fats. 
“Fats are burned in the flame of carbohydrates.” 

4. Minerals. There are seven pounds of min- 
erals in the human body; five-sixths of the total 
is in the bones. Mineral matter must be regarded 
as food. Death would ensue in 30 days if min- 
erals were left out of food entirely. In Forster’s 
experiments dogs and pigeons fed on demineral- 
ized foods died earlier than those entirely de- 
prived of food. ’ 

The principal minerals of the body are sodium, 
potassium, calcium, magnesium, iron, phos- 
phorus, chlorine, sulphur, traces of silica, fluorin, 
iodine and others. 

These minerals form part of the body tissues. 
They are essential to nerve and muscle reaction 
and osmotic action of body fluids. Bunge has 
shown that nitrogenous products of metabolism 
cannot be eliminated unless mineral salts are 
present in normal proportion. 

About 10 grams of minerals are taken into 
the human body and about the same-amount is 
excreted daily in urine, feces, sweat and tears. 

The mineral salts combine with organic mate- 
rial. On oxidation of tissues they are released 
and excreted or they may recombine with freshly 
absorbed food materials and go through the same 
process again. 

Most of the sodium is taken in the form of 
sodium chlorides. It is also present in many 
food substances. 

Potatoes and peas contain a large amount of 
potassium. All food minerals are widely dis- 
tributed in food materials, often several of them 
being present in the same vegetable, fruit, cereal 
and meats. 

All sea foods contain comparatively large 
amount of iodine. Among vegetables, green 
heans, peas, tomatoes ; among fruits, bananas con- 
tain iodine. 

In goitrous regions addition of some sea food 
to the dietery once or twice a week would be of 
practical value and would in all probability do 
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away with the necessity of administration of 
iodine and iodides. 

Iron is present in comparative abundance in 
meats, eggs, spinach, asparagus, strawberries, 
apples, cherries, peas, beans and a legion of other 
food articles. 

Sulphur is found combined with animal pro- 
teins, legumes and vegetables of cabbage family, 
ete. 

Calcium is present in milk, eggs, leafy vege- 
tables, ete. 

Phosphorus is found in flesh foods in com- 
plex organic combination and as phosphates in 
alkalies, and alkaline earths. 

A well balanced diet contains ample provision 
of food minerals, 

5. Water. Sixty per cent of the human body 
consists of water. It must be classified as food, 
although it undergoes no change in human econ- 
omy. 

A glass of water before meals is useful; one 
or two glasses of water taken during the meal is 
not objectionable. Water imbibed three hours 
after meals is probably most useful. To wash 


down food with water is an injurious habit. Di- 
gestion begins in the mouth; sufficient time must 


he had for mastication and thorough mixing 
of food with saliva. Drink soft water, spring 
water is preferable to river water, and river water 
to well water. Unspoiled thirst is a good guide 
to the amount of water needed. 

6. Vitamines. Vitamines are substances of 
undetermined chemical composition. We don’t 
know their exact nature, but we know when they 
are present. Their absence gives rise to con- 
spicuous pathologic changes. The first vitamine 
was discovered in 1906. Since then more have 
heen identified. In all probability there are more 
of them and as they are brought to light, more 
of our metabolic mysteries will be solved. 

Vitamin A or fat soluble A is found chiefly 
in butter and other animal fats, fish, oils, eggs 
and green vegetables. Its deficiency leads to 
xerophthalmia; acuity of vision also suffers on 
that account. 

Vitamin B or water soluble B. This is found 
in the germ of cereals, eggs, milk, yeast, liver, 
root and leafy vegetables and fruits. It is called 
also anti-neuritic because it supplies the nerve 
Its absence causes beri-beri and other 
deficiency diseases, The processes of bolting and 
polishing removes this vitamin from wheat and 


reserve. 
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rice. Our white bread is devitalized to a great 
extent. 

Vitamin C is present in fruits, green leafy 
vegetables and milk. It is anti-scorbutic, curing 
or preventing scurvy and preserving teeth and 
bones. Orange juice is a pleasant and effective 
anti-scorbutic. Heat and drying destroy the 
vitamin either wholly or partially. Fresh fruits 


and vegetables must form part of our daily diet. 
In the hygiene of the mouth, anti-scorbutic 
vitamin has an important place. 

Vitamin D, anti-rachitic, is present in cod 
liver oil and egg yolk. 

Vitamin E or X is found .in lettuce, whole 
This is called fertility vita- 


wheat and milk. 
min. 

In providing food ample provision must be 
made for vitamines. Their absence is a serious 
defect. 

Sir David Bruce relates how during the great 
war there was shortage of fresh food among 
English and Indian troops in Mesapotamia. 
Scurvy broke out among the Indian troops and 
beri-beri among the English. The Indians lived 
on dried pulses, such as peas, beans and lentils 
and the British on tinned beef and biscuits. The 
former’s diet was deficient in anti-scorbutic vita- 
min; the latter’s in the anti-neuritic factor on 
account of use of white flour from which the 
germ of the grain had been removed. Dried 
pulse was soaked in water and spread out in 
shallow layers. The heat caused them to sprout. 
They were then dried, ground and cooked and 
rationed out and scurvy disappeared. Slight 
sprouting produced the anti-scorbutic vitamin. 
I remember how years ago grains were treated in 
the same manner during long winters in Ar- 
menia. It made a savory dish and kept scurvy 
away until spring greens were available. 

Vitamins are large factors in building up re- 
sistance to disease. There are grounds for be- 
lief that certain foodstuffs exposed to sunlight 
and ultra violet rays acquire or become richer in 
vitamines. 

Walter A. Eddy, Lash Miller, Herbert M. 
Evans, H. C. Sherman and many other equally 
able scientists are camping on the trail of the 
elusive substances called vitamin. We may look 
forward with confidence to newer revelations on 
the subject at no distant time. 

After this brief summary of all classes of food 
materials, we will consider correct amount and 
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kind of food necessary for maintenance of life 
and of health. 

The calorie is the unit we measure our food 
by. It is a unit of heat. One calorie equals 
the amount of heat necessary to raise the tem- 
perature of one liter of water 1° centigrade. It 
measures only fuel value of foods, and all food 
substances are not burned up. 1 gram of pro- 
tein yields 4 calories; 1 gram of carbohydrates 4 
calories and one gram of fat 9 calories. In 
figuring amount of food, weight of the person, 
amount of physical exercise, the age and out- 
side temperature are determining factors. Men- 
tal activity of any degree is ignored in the 
calculation of the caloric requirement of body. 
In other words, Plato and a fool are rationed 
alike. The calorie is not accurate but a close 
approximation. It will serve for practical pur- 
poses till a more accurate unit of measure is 
found. 

A person of average weight, 150-160 pounds, 
requires 1840 calories every 24 hours, resting 
in bed. A man in sedentary occupation requires 
about 2200 food calories. If he takes 2 hours 
of moderate exercise daily he will need 2500 
calories daily. A man at moderate work must 
be allowed 3000 food calories. A man at farm 
work needs 3500 calories. Children are given a 
comparatively larger number of food calories. 
One’s state of health and efficiency is the best 
guide to the number of calories needed. 

It is time consuming to figure out caloric 
values of one’s food every day, Occasional check- 
ing up would be sufficient. Any new item added 
could be easily evaluated. 

The tendency in the past has been toward 
excessive meat and sugar consumption. The 
diet of a large amount of meats, sugar and de- 
vitalized cereals is injurious, just as much by 
its excess as by what it crowds out of the dietary. 

Many think, increase in heart and kidney dis- 
eases, arteriosclerosis and high blood pressure 
are due, at least, partially, to the excessive in- 
take of badly balanced food. 

A well balanced diet should consist of 10% 
or less protein, 30% fat, 60% carbohydrates, 
vitamins and about 10 grams of minerals. 

For a person weighing 60 kilograms, rationed 
at 2500 calories daily, 60 grams of proteins 
(250 calories) would be needed. Of this one- 
third to one-half may be taken in the form of 
flesh, the rest being obtained from eggs, milk, 
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cereals, peas and beans, ete. 750 calories are 
furnished by fats in the form of butter, meat 
fats, eggs, cream, nuts, olive oil, etc. 1500 
calories are contributed by carbohydrates, that is 
bread, cereals, milk, fruits, sugars, root vege- 
tables, ete. Carbohydrate foods are so numerous 
and abundant and mostly agreeable to taste, 
that there should be no difficulty of obtaining 
caloric value assigned to them in the dietary. 

There is no way to measure vitamins. It is 
certain no one has been harmed by excess of vita- 
mins. A dietary that contains milk, butter, fresh 
fruits, fresh leafy vegetables and eggs is well 
halanced in regard to vitamins and minerals. 

In recent years increased consumption of milk, 
fruits, and vegetables is in accordance with the 
most advanced ideas in dietetics. 

There still remain dietetic riddles. 
some of them: 

1. In cases of extreme emaciation from pro- 
longed sickness or starvation there is gain in 
weight even on a very low diet. 

2. Near East Relief provides only 2000 calo- 
ries a day for orphans in its charge. This seems 
to be ample for growth, heat and energy neces- 

These children are developing normally. 

3. Chinese and Japanese have for centuries 
lived on rice and soya beans. They are capable 
of sustained hard work and prolonged privations. 

1. There are those who remain “thin as a 
rail” in spite of abundance of nutriment they 
receive. 


Here are 


sary, 


5. The obese are so, not because of excessive 
food intake, but for some other cause still un- 
known, 

6. Eskimos live mainly on meats, fats and 
partially digested moss. Natives of pampas live 
on meat. Steffensson lived on meats and fats for 
months without any apparent injury to his 
health. 

Evidently there are factors in the adaptability 
of the human organism and qualities in food 
stuffs still unknown to us. 

Our present rules of dietetics are based on our 
present knowledge. There is more to be known 
about foods and their proper blending. Till 
then we must abide by these rules. 





Ray—Well, I am going over to the hospital to be 
operated on tomorrow. 

May—Good luck to you. 
out all right. 


I hope everything comes 
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APPRENTICESHIPS IN MEDICAL 
EDUCATION 


Lioyp L. Ety, M.D. 
CHICAGO 


As a product (I had almost said victim) of 
the present system of medical education I should 
like to express my opinion. 

I believe the medical colleges of the state 
universities can be taken as typical medical 
schools representing the so-called higher stand- 
ards. I graduated from one of these in 1919 
and served an internship in the University hos- 
pital which was an integral part of the Uni- 
versity. The internship I took was not of the 
rotary type as the hospital directors thought that 
a rotary service was of less value than a straight 
My choice was internal medicine be- 
cause I had become impregnated with the idea 
that diagnosis was the basis on which intelli- 
gent treatment must rest. My internship was 
supposed to have run for one year but after 
six months it was my opinion that the remaining 
six months were not worth what they would cost 
me in time and effort because there would neces- 


service, 


sarily be a great deal of repetition and I was out 


of funds. I had learned some of the funda- 
mentals of diagnosis and felt well able to do the 
ordinary medical procedures which one does in 
the practise of internal medicine. With all due 
respect to my departmental chief for whom I 
have always had the greatest admiration I have 
never regretted not rounding out my last six 
months of service. At the end of the first six 
months then I came to Chicago and since then 
have been engaged in practise with I believe the 
average amount of success. I did not and do not 
consider myself a specialist but my training be- 
ing limited to internal medicine I am necessarily 
forced to refuse all other cases except certain 
few minor ones not of a strictly medical nature 
but which I feel I can conscientiously handle. 

During the past five years I have been keenly 
conscious of the fact that the end product of 
six years’ medical training plus my internship is 
far inferior to that which I had reason to sus- 
pect it would be before matriculating. In other 
words I feel that I have not had value received. 
True I have been instilled with ideals but I 
have not the money with which to fulfill them. 

Since graduation I have earnestly and studi- 
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ously tried to compensate for my neglected train- 
ing in such other branches as obstetrics, pedi- 
atrics and surgery but one progresses slowly in 
the art of these subjects if one has not the con- 
fidence to accept representative cases for study 
and treatment; besides there is the all impor- 
tant question of fairness to the patient. 

For a young man to establish a practise limited 
to a field even as broad as that of internal medi- 
cine is a Herculean task in a city and a physical 
impossibility in the smaller communities where 
there are not enough people to support any one 
specialty and where the people rightly expect 
their physician to be able to do a version or a 
thyroidectomy and to treat either marasmus or 
tabes. When I matriculated in a medical school 
I expected to be graduated as a general practi- 
tioner with a working knowledge of the clinical 
art in all its branches but I now find myself 
after five years competently at ease’ with only 
some features of one branch and thus with a 
rather limited field of usefulness. I realize that 
I could do as many of the others have done and 
that is to carry on a rather dangerous flirtation 
with surgical and obstetrical craft but for my 
uwn peace of mind to say nothing of the pa- 
tient I prefer to attempt only what I conscien- 
tiously feel I can finish gracefully. I have often 
been advised by some of my more adventurous 
medical friends to attempt the ordinary surgical 
procedures with the none too comforting state- 
ment that Nature is kind and most obstetrical 
cases are normal but what a tragic excuse for the 
higher standards of medical education and what 
an insult to the unsuspecting public to supply 
it with a doctor who can trace the life history 
of a red blood cell or beautifully stain the diph- 
theria bacillus but who can neither ligate a 
bleeding artery with a feeling of competence nor 
do an intubation on a strangling patient even 
when made necessary by that same Klebs-Loeffler 
bacillus. 

Nor does the rotary internship solve the prob- 
lem as witness the number of these young men 
who are daily calling on their older medical 
brothers to do their surgery. Six, seven or eight 
years in some instances should do more than 
teach a man the science of medicine; it should 
teach him more of the art. 

I am opposed to the lowering of the stand- 
ards of medical education but rather highly in 
favor of raising them. By raising them I do not 
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intend to add a year or two to an already long 
course stuffing it even fuller with scientific de- 
tailed minutiae but rather to weed out thiese 
same impractical details and substitute an earlier 
and fuller acquaintance with the patient. 

If we are to demand from six to eight years 
of preparation let us really prepare our appli- 
cants for the various contingencies to be met 
in daily practise. I believe every physician no 
matter what his specialty should be able to do at 
least the ordinary things in all branches of 
medicine and surgery, if not to make a business 
of doing them then for the sake of the practical 
accomplishment and for the broadening effect 
upon his general usefulness. The one impor- 
tant reason why I remain in the -city is that 
from such a large collection of people I am able 
to select the ones which my own individual 
training has enabled me to help, but my point 
is that from six to eight years of medical school- 
ing should train a man to have a far wider 
application of his education. 

I see much in favor of the apprenticeship sys- 
tem as an integral part of the curriculum and 
I think the man with whom the apprenticeship 
be served should preferably be an able general 
practitioner. By this system a young man would 
early be put into the workaday harness where 
he would see a cross section of a typical condi- 
tion instead of seeing as he so often does a sec- 
tion through an atypical condition, for only a 
comparative few can become professors or con- 
sultants. As an apprentice the young man would 
see something of the relationship between the 
family physician and the patient; he would see 
the value and necessity of knowing how to 
“handle” patients with regard to inspiring con- 
fidence and thus affording a willing cooperation 
which is indispensable. In no curriculum | 
know of is there any systematic effort made to 
teach the prospective doctor how to deal with 
the patients mental makeup. We should devote 
more study to the human nature element and 
take more note of the mental factor in therapeu- 
tics. This ability to inspire confidence should 
not be left to the individual man to work out 
for himself entirely but should be taught by 
the ethical masters of the art who seem to be 
ever conscious of its importance but disdain to 
speak of it probably because they fear to be 
considered unethical and mercenary. Per- 
sonality is a vital factor in any profession and 
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the development of it could be brought about 
by any studious young man given the oppor- 
tunity to observe the methods of an older man 
in private general practise. In the teaching hos- 
pitals the personality of the chief while of im- 
mense importance to the department is seldom 
a measurable factor in the relationship between 
patient and physician because the contact is less 
constant and less intimate than in private prac- 
tise as a rule, the patient perhaps only uncon- 
sciously experiencing a blanket enthusiasm for 
the institution rather than an acute regard for 
any one in particular. Such a condition never 
obtains in private practise and if we are to teach 
young men to diagnose and treat disease we 
must also teach them to inspire confidence so 
that the patient will willingly submit to diag- 
nosis and treatment rather than defiantly. 

Medical faculty members and teaching hos- 
pital staff physicians have too rarely been general 
practitioners and too rarely have they had to 
work their way through from six to eight years 
of medical training. Too early specialization 
has been the rule with too many of them. 

I believe that Dr. W. A. Pusey is really more 
interested in the curtailing of time and money 
at present required to become a physician than 
he is in a possible shortage of physicians in the 
rural communities and I feel that if the medi- 
cal schools of the country would turn out 
general practitioners as their finished products 
there would never be such a shortage because 
the product would find its way to the best market 
namely the smaller communities, 

Viewing medical education as a commodity 
and applying an ordinary business rule we would 
not if we were the prospective buyer believe all 
that the merchant had to say in favor of his 
merchandise. As one modern sales organization 
advertises today of its product “ask the man 
who owns one” so with medical education. I 
think the young men who have graduated from 
medicine within the past five years and who have 
tested their training in general practise stand 
in a remarkably pertinent position to testify re- 
garding their “purchase” because they as it were 
“own one.” 

1305 E. 68rd Street. 





Looking at it from another angle, mud thrown is 
ground lost.—Detroit News. 
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ENCYSTED SURGICAL SPONGE— 
REPORT OF A CASE 


Tuomas P. Fotey, M. D. 
CHICAGO 


In the course of a necropsy on an adult female 
a tumor was seen in the abdomen. It was in the 
left iliac fossa firmly adherent to the omentum 
above and by a tag of omentum to the peritoneum 
below. The growth was the size of a golf ball 
and the capsule was smooth, except at the places 
of adherence. 

On opening the capsule, which was 5 mm, in 


Fig. 1. Cyst cut open to expose sponge. 


thickness, the content of the cyst was seen to be 
a surgical gauze sponge firmly compressed and 
encysted by the omentum, 

The body from which this foreign body was 
removed was that of a female 30 years of age. 
There was an old scar on the abdomen in the mid- 
line beginning half way between the umbilicus 
and the symphysis and extending to the sym- 
physis. In the clinical history which accompa- 
nied the body an operation was mentioned, but 
the time was not given, For obvious reasons no 
attempt was made to get details from the rela- 
tives. 

Whether or not symptoms ever occurred as a 
result of the condition could not be determined 
from the history. From the gross pathological 
changes in the other organs, if distress had been 
present, it was not sufficient to deprive the pa- 
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tient of what are known as the good things of 
life. 


This curiosity is reported in the hope that it 


may bring moments of consolation to surgeons 
made uneasy by ex-patients who claim damages 
for carrying excess baggage in the way of for- 


ceps, scissors or sponges. 





MIGRAINE WITH PRONOUNCED ABDOM- 
INAL CRISES 


Wititiam A. Brams, M, D. 
From the Department of Pathology and Bacteriology, College 
of Medicine, University of Illinois, and The Michael 
Reese Dispensary. ‘ 


CHICAGO 


Migraine, in its several forms, has been de- 
scribed by numerous authors but comparatively 
little has been written on the variety of migraine 
in which the abdominal symptoms dominate the 
entire clinical picture. Thus E. Flatau® classifies 
the disease as follows, according to the particular 
field where the intensity of the symptoms is 
greatest: 

1. Hemicrania vulgaris, the ordinary form of head 
migraine, 

2. Hemicrania ophthalmica. 

3. Hemicrania epileptica. 

4. Hemicrania psychica. 

5. Hemicrania ophthalmoplegica with paralysis of 
the eye muscles. 

6. Hemicrania facioplegica. 

This author merely mentions that abdominal 
pain or abdominal symptoms may be the most 
prominent manifestation during an attack of 
migraine but he does not place this type in a class 
by itself. Moebius" in his notable monograph on 
migraine, describes a case he observed in a phy- 
sician thirty-eight years of age in whom the at- 
tacks of migraine consisted chiefly of periodic 
attacks of severe abdominal pain. He considered 
this abdominal pain the equivalent of the usual 
hemicrania seen in the vulgar forms of cephalic 
migraine. Other cases in which the abdominal 
pain was considered to replace or accompany tlie 
ordinary hemicrania in migraine were described 
by H. Curschmann® and by Adolph Schmidt."* 
N. Ortner’® described a form of epigastralgia 
which he considered as abdominal migraine and 
which occurred mostly in women. The clinical 
picture consisted of periodic attacks of severe, 
epigastric pain with but little radiation. These 
attacks accompanied, alternated with or replaced 
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the hemicrania, and other dyspeptic symptoms 
such as nausea, vomiting and diarrhea were also 
The attacks lasted from a few hours to 
one to two days and the patient felt perfectly well 


present, 
during the intervals. Of particular interest is 4 
case reported by this author in a man thirty years 
of age who had a family history of migraine and 
who himself suffered from typical attacks of hea: 
migraine which alternated with severe attacks 
of abdominal pain in the right hypochondriac 
There were no chills or fever, the liver 
and gall bladder were neither enlarged nor ten- 
der, the skin over this region was not hyper- 
esthetic and the tests for urobilin and urobilino- 
Organic disease and reflex 
pain from other regions were carefully excluded 
and the subsequent course of the disease justified 
the assumption that this patient was suffering 
from attacks of migraine which at times mani- 
fested itself as a severe epigastralgia instead of 
hemicrania, 


region. 


gen were negative. 


A series of seven cases of migraine with very 
prominent abdominal crises was reported from 
the Mayo Clinic by J. A. Buchanan.‘ All of these 
patients had a family history and the usual char- 
acteristics of migraine and five of them wer 
operated upon for various reasons but without 
relief. R. P. Finney’ reported a case in a man 
who was at first considered to be suffering from 
chronic appendicitis with recurring attacks of 
pain, but removal of the appendix produced no 
change in the symptoms. Careful examination of 
the abdominal viscera during the operation re- 
vealed no abnormal condition within the ab- 
domen. 

The author,® in a previous publication, re- 
ported a series of cases of migraine in which the 
abdominal pain or dyspeptic symptoms were the 
outstanding features of the attacks. A clinical 
classification was suggested in which three va- 
rieties were mentioned. 1. The ordinary form 
in which the abdominal pain entirely replaced the 
hemicrania or accompanied the cephalic mi- 
graine. 2. The vicarious type in which the ab- 
dominal attacks alternated with the hemicrania 
or replaced the cephalic migraine for a variable 
length of time, after which the hemicrania again 
recurred while the abdominal attacks ceased. 
Such cases have also been described by A. Bary,' 
E. Mendel*® and H. Curschmann.* The forms 
in which hemicrania alternated with epigast- 
ralgia were also described by L. Bordoni* and hy 
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N. Ortner.** 3, The larval or irregular form in 
which there were attacks of nausea, vomiting or 
diarrhea and in which the abdominal pain was 
not severe. 

The individual attack consisted of a severe, 
cutting or boring epigastralgia which occurred 
in periodic attacks separated by intervals during 
which the patient felt perfectly well. In fact, 
some of the patients felt unusually well a day or 
two just before an attack occurred. The pain 
was independent of and uninfluenced by food or 
the time of eating. Vomiting of bile and mucus 
was often present but had no influence on the 
pain, although it often occurred toward the end 
of the attack. Physical examination revealed 
nothing abnormal and dietetic measures had no 
effect on the attack. The abdominal pain and 
distress were sometimes so severe and so com- 
pletely overshadowed the other symptoms that 
an error in diagnosis could easily have been made 
if the condition were not constantly kept in 
mind. This was illustrated by another case 
which recently came to our attention in which 
the abdominal symptoms so overshadowed the 
hemicrania that a tentative diagnosis of gall 
stones or peptic ulcer was made and the patient 
was transferred to the department of gastro- 
enterology to determine which of these two condi- 
tions was present. 

Case. A. G., aged 34 years, a female patient, was 
admitted to the medical service of the Michael Reese 
Dispensary and complained of attacks of very severe, 
constricting and cutting epigastric pains which did not 
radiate and which were not affected by food, vomiting 
or other measures directed against a gastro-intestinal 
disorder. The attacks began rather abruptly, lasted 
about two days and ended in a short time after which 
the patient felt well and was in particularly good 
health just before an attack. Vomiting of bile and 
mucus but not of food or blood occurred several 
times during an attack, but did not begin until the 
abdominal pain had already been present for from 
five to six hours. The patient had been suffering 
from this illness for about ten years and the indi- 
vidual attacks occurred about once in ten to four- 
teen days throughout the entire year and without 
apparent cause. The attacks are ushered in by a 
feeling of burning or tingling in both legs which 
lasts for several hours. This is followed by very 
severe headache which is always unilateral and sharply 
limited by the midline of the head. The abdominal 
pain begins about one-half to one hour after the 
headache has begun and is followed in several hours 
by nausea and vomiting as previously described. 
There is no relief after vomiting which recurs about 
ten or twelve times. White spots before the eyes 
and a slight vertigo occur at the beginning of an 


WILLIAM A. BRAMS 245 


attack and dimness of vision is also present but the 
patient never loses consciousness, The bowels are 
in order except for slight constipation during an at- 
tack, There are no cough, chills, fever, sweat, jaun- 
dice or loss of weight. Menstruation occurs every 
three weeks and the flow is sufficient. The patient's 
mother has typical attacks of migraine but there is 
no family history of epilepsy or insanity in the pa- 
tient’s family. 

The examination revealed a well-nourished middle- 
aged female. The pupils were equal, regular and 
reacted to light and accommodation. There was no 
nystagmus, jaundice or anemia; the thyroid was 
slightly enlarged but there were no other signs of 
Basedow’s disease. The tonsils were large, the teeth 
in good condition and there was no enlargement of 
the cervical lymph glands. Examination of the heart 
and lungs revealed nothing abnormal. The blood 
pressure was 125 systolic and 90 diastolic. The abdo- 
men was flaccid with moderate tenderness over the 
sigmoid. There was no tenderness over the gall blad- 
der or stomach, the reflexes were exaggerated, sensi- 
bility was normal and there was no incoordination of 
the extremities. The urine showed a specific gravity 
of 1.027, was acid in reaction, contained a trace of 
albumin and an occasional leucocyte. There was no 
sugar. The Ewald test meal showed well digested 
contents with free HCL 1.1 and total acidity 24.6. 
The stools were brown and well formed but contained 
no blood on chemical examination and nothing abnor- 
mal microscopically. The blood examination showed 
hemoglobin 80%, red cells 4,740,000, white cells 9,400, 
with polymorphoneuclears 61%, lymphocytes 24%, 
mononeuclears 10% and transitionals 5%. The vaginal 
smear showed many leucocytes, no gonococci and a 
few Gram negative bacilli and cocci. Gynecological 
examination showed a relaxed pelvic outlet with slight 
cystocele and rectocele and evidence of a slight endo- 
cervicitis. X-ray examination showed nothing abnor- 
mal in the heart or lungs and the stomach was normal 
in size, shape and outline. There was some stasis 
and surging in the second portion of the duodenum, 
but the duodenal outline was normal. The Wasser- 
mann of the blood was negative and examination of 
the sinuses and optic fundi showed no pathology. 

In considering the diagnosis of an abdominal 
crisis in migraine great care must be taken to 
exclude organic and other functional diseases. 
The abdominal crises of tabes and Basedow’s dis- 
ease must be considered and reflex pains from 
diseased organs must also be excluded. The con- 
dition described by Grasset® and named by him 
“Nevropathie psychosplanchnique” in which vis- 
ceral nervous symptoms and psychical disturb- 
ances are present must be considered. W. Vork- 
astner'* is also of the opinion that psychical dis- 
turbances or mental excitement may be associated 
with neuralgic pains in the abdomen, but this 
author points out that great care must be taken 
in assigning a functional cause for abdominai 
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pain of any sort. Other conditions to be consid- 
ered in the differential diagnosis are subdiaph- 
ragmatic angina pectoris and pancreatic disease. 

The pathogenesis of these attacks of migraine 
in which the abdominal pain dominates the clin- 
ical picture during the attack cannot be easily 
explained. The prominence of the abdominal 
pain would, perhaps, speak against the theories 
that migraine is a result of an affection of the 
brain substance or meninges. The absence of 
any symptom during the intervals, the negative 
result of the examination of the patient and the 
fact that the patient feels particularly well just 
before an attack would speak against the theory 
of a reflex factor from the gastro-intestinal tract. 
The vasomotor or sympathetic theory in which 
the sympathetic ganglia are supposed to play a 
part due, perhaps, to some influence resulting 
from an endocrine or metabolic disturbance is the 
explanation which appears the least objection- 
able. It must be mentioned in passing that there 
was no direct evidence of such disturbance in our 
ease. 

RESUME 


1. Migraine may manifest itself by attacks in 
which severe abdominal pain dominates the clin- 
ical picture. 

2. Great care must be taken in making the 
diagnosis of abdominal migraine, and organic 
disease as well as reflex pains from other regions 
must be carefully excluded. 

3. The outstanding features of his disease are 
a history of migraine in the family, the occur- 
rence of typical hemicrania or its equivalent dur- 
ing an attack, the absence of all symptoms dur- 
ing the intervals and the resistance of the 
symptoms to all treatment except that directed to 
the migraine itself. The attacks are periodic, set- 
ting in abruptly and are often preceded by an 
aura. The paroxysm may last a few hours to one 
or two days and usually ends with the patient 
feeling somewhat weak but apparently not hav- 
ing suffered any permanent injury. 
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THREE MONTHS’ AMNESIA FOLLOWING 
MOONSHINE WHISKEY DEBAUCH 


B. Lemcuen, M. D. 
CHICAGO 


The case I am reporting is as follows: Mrs. 
Emma G——-, aged 56, native American, mar- 
ried, wife of a machinist, no children, was ad- 
mitted to the Chicago State Hospital on October 
9, 1924. The County Social Service gave the 
following information: Patient was transferred 
from the County Hospital to the Psychopathic 
Hospital, October 4, 1924. Patient had been 
married for 30 years and had spent most of her 
life in Ohio. She had had no serious illnesses. 
Had several miscarriages and never gave birth to 
a full term baby. She has been partially 
paralyzed for some time. The Psychopathic 
Hospital notes s*ste: patient sees many butter- 
flies around her room and they are disturbing 
her. The history obtained at the Chicago State 
Hospital and given by her husband is as follows: 

Her family history is not of importance. Per- 
sonal history: patient was married 29 years ago; 
has had several miscarriages. She passed her 
menopause some time ago. She and her husband 
were both drinking heavily for some time and 
often drank moonshine. About two months be- 
fore patient was*admitted to the Chicago State 
Hospital, while riding in the street car with her 
husband, she suddenly straightened out, appeared 
rigid and had to be almost carried home. After 
that her left side seemed paralyzed for a day or 
two and she has not walked well since. She 
talked incoherently for some time afterwards and 
has since talked irrationally at times. Said she 
could hear a brother who has been dead for 
twelve years, talking to her and also talked of 
seeing visions. 

Patient was admitted to the Chicago State 
Hospital, October 9, 1924, as a stretcher case. At 
that time she thought she was in the Eye and 
Ear Hospital. Her speech was rambling. Phy- 
sically the mucous membranes were cyanotic; 
respiratory system negative; heart sounds regu- 
lar and distinct ; blood pressure was systolic 120; 
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diastolic 80. Abdomen was distended and ap- 
parently contained fluid. Patient could not stand 
alone, due to weakness and apparently had foot 
drop of both feet. Pupils reacted sluggishly but 
were equal and regular. Articulation was nor- 
mal; fine tremors of the tongue and fingers. Re- 
flexes-superficial were normal, deep exaggerated, 
plantar normal and organic intact. Spinal fluid 
examination : cells, globulin and Wassermann was 
negative; blood Wassermann was negative ; urm- 
alysis was also negative. 

The mental examination, October 11, 1924, 
showed the patient to be quiet and orderly since 
her admission and oriented for place and person, 
She gave her name correctly; said she was born 
May 29, 1868, in Ohio; that she attended school 
until the age of 15. She told the examiner she 
never had any children. She said this hospital is 
the Crazy Hospital in Chicago. She gave the 
date as September, 1824 (October 11, 1924, was 
correct). Regarding her commitment she said 
she was walking along the street looking at cars 
when a friend came and took her teeth away 
from her. She then ran and passed two ruffians 
who chased her. She saw the sign of this hos- 
pital and came in here. (She was regularly com- 
mitted from the Psychopathic Hospital). She 
told the examiner that her husband is in the 
State Penitentiary in Joliet because he shot the 
Indiana Co. Horse Doctor. Her husband drinks 
and he shot her twice. Her husband is holding 
up people, but never gets any money. She 
thought she was here two weeks while she was 
here only two days. She tells of different ex- 
periences (almost like a fabrication of memory). 
At times she would talk to imaginary people but 
deny that she saw or heard anything. This pa- 
tient has been in bed for almost three months, 
unable to walk on account of foot drop. She has 
also developed anesthesia of the lower extremi- 


ties. She told of different imaginary experiences 
until about the middle of January, 1925, when 
she suddenly began to take notice of her sur- 


roundings. She walked with assistant until 
January 24, 1925, when she became clear and 
her foot drop improved sufficiently that she could 
walk without assistance. 

A mental examination on January 24, 1925, 
showed that the patient was clear and oriented. 
She gave her name, the date and the name of 
this place correctly. When asked how and when 
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she came here she could give no information at 
all. She stated she came from her home on the 
South Side. She does not remember being in 
the Psychopathic Hospital nor that she was in 
the Receiving Ward before she was sent to the 
Hospital Ward, where she now is. She states 
that the last thing she remembers is that she 
was getting dinner at her home; the next thing 
she remembers was when she came to herself 
about three weeks ago in the Hospital Ward. 
She does not remember ever seeing or hearing 
any strange things before she came here or all 
the time she has been here. She does not re- 
member anything; it seems to her she was dead 
all that time. When asked about her drinking 
habits she states she never drank any except 
when the people down stairs once in a while 
would give her a little whiskey and once in a 
while she would take more than one drink. The 
day she lost herself she took three or four drinks, 
She states she feels fine now, but there must 
have been something wrong with her mind, for 
she was just dead for several weeks. Patient 
gave data of personal identification well. States 
she was born in Ohio in 1860; is fifty-seven years 
eld; occupation was laundry work. Lutheran. 
Reached the seventh grade in school. Her father 
and mother are dead ; she has one sister living and 
one brother dead. She is the oldest child. She 
was married in 1875 and never had any children. 
General knowledge: she named the Governor but 
not the President; she gave Chicago, Baltimore, 
Cleveland and New York as the five largest 
cities. She named the Great Lakes and gave a 
good definition for a President and King; gave 
the difference between wood and glass. Calcula- 
tions, however, were poor; 7x6 she gives as 36, 
and when told it was not correct she gave 54. 
She gives correctly 5x8 and 8x9; knows that 25— 
? is 18 but could not give the 7 from 100 test; 
she gave correctly 6 plus 7 plus 8 and 6 plus 5. 
This case and the cases I reported in the Inu1- 
nots Mepicat Journal in May, 1922, go to 
prove that psychosis developing after the use of 
moonshine whiskey differs materially from 
psychosis developing after the use of bonded 
whiskey. The reason more cases are not reported 
in the literature is because the examiners are 
classifying them under the old classification. On 
superficial examination this case may be classified 
as a Korsakow’s syndrome. However, patients 








248 


with Korsakow’s syndrome do not recover com- 
pletely without dementia, good insight and sud- 
denly as in this case. Other cases are classified 
as delirium tremors; however, they differ as I 
pointed out. In the old delirium tremor cases 
patients were restless ; they either had to be held, 
restrained or given sedatives. They had an 
amnesia of short or longer duration, but remem- 
hered some of the things they experienced during 
the delirium which was hallucinosis of sight, 
hearing and feeling; when they recovered they 
stated that they had seen or heard different ani- 
mals like snakes, lions, elephants, etc. They felt 
as if worms or bugs were crawling on them and 
they felt after they recovered as if they had 
undergone a long dream. But when they de- 
velop a delirium after the use of moonshine 
whiskey they either lie quietly in bed or thev 
may perform almost any act and when 
they recover they remember nothing of what 
they have said, done nor do they remember 
having experienced any form of hallucinosis dur- 
ing their delirium. They state they felt as they 
were dead: when patients developed an hallu- 
cinosis after the use of bonded whiskey, it was 
of the auditory type, as they said they could hear 
people talk about them, call them names, 
threatening etc., but could not see them: other- 
wise they were clear and oriented. But when 
they develop an hallucinosis after the use of 
moonshine whiskey it is generally of vision, as 
they tell us they can see people with clubs try- 
ing to strike them or dogs trying to bite them: 
lt they do not hear them, otherwise they are 
clear and oriented. 
In conclusion: Psychosis following the use 
of moonshine whiskey differs materially of that 
following the use of bonded whiskey. They can 
not be attributed to metallic poisons dissolved 
during fermentation or distillation from the 
utensils used in their manufacture like lead or 
copper, as none of these poisons are known to 
produce the psychosis enumerated, and they must 
he due to fermentation products other than ethyl 
alcohol and as such we may yet be able to purify 
whiskey so as to have the maximum therapeutic 
effect with a minimum deteriorating effect. 
Chicago State Hospital. 


ILLINOIS MEDICAL JOURNAL 


September, 1925 


GONORRHEA IN WOMEN TREATED BY 
DIATHERMY 


MiLner and MAcLACHLAN (Lancet, Sept. 29, 1923) 
note that the usual condition found on examining a 
female with acute gonorrhea is that there is a dis- 
charge from the urethra and cervix, and that the 
latter is eroded to a greater or less extent. The dis- 
charge from both contains pus and gonococci. From 
the os uteri the discharge varies; at first purulent, it 
later tends to become mucopurulent and ropy. It is in 
this condition that one sees most of the cases: and 
in the subacute or chronic stages when the detection 
of the gonococcus is very difficult. In an acute case, 
the treatment of the urethra by lavage, with sounds 
and urethroscopic treatment to follow, will usually 
clear up the condition, but at the cervix uteri the latter 
is very persistent; treatment with the various medi- 
cated packs and tampons apparently produces little 
result, and the condition goes on until the chronic 
stage is reached, this state of affairs occurring even 
in cases restricted to bed. 

It appears obvious that as heat kills the gonococcus 
easily in culture, it only requires sufficient heat to kil 
it in the tissues; as diathermy produces heat to the 
necessary extent, by this means the cervix can be 
raised to such a temperature as will destroy the germs 
without burning the cervix. Georges Luys states that 
in culture the gonococcus can grow between 32° and 
38° C., and that six hours at 40° will kill it. 

Experiments carried out at the Military Hospital, 
Rochester Row, demonstrated that half an hour at 
104° F, (40° C.) is a lethal dose for the organism. 
A minimum temperature of 104° F. is necessary, and 
it must be maintained for about an hour. These con- 
clusions were arrived at in the treatment of men. The 
intraurethal temperature of both the anterior and 
posterior urethra was taken every five to ten minutes, 
and in cases in which gonococci disappeared and were 
cured the temperature of every part of the urethra 
was not on an average maintained at 104° F. for 
longer than one hour. 

In order to follow the technique of the treatment 
it is necessary to understand the physical properties of 
diathermy, and to dissociate it entirely from conducted 
and radiated heat. It would be impossible by con- 
ducted heat to maintain the temperature necessary to 
effect a cure in the submucous tissues which have been 
penetrated by gonococci without burning severely the 
superficial columnar epithelium. By diatermy the 
superficial and deep parts can be equally heated; for it 
is penetrating, it passes through and through from one 
electrode to another, and is therefore ideal for the 
purpose. The amcunt of heat generated and main- 
tained in any part under treatment does not entirely 
depend on the amount of current used, but on several 
other factors, one of the most important being the 
vascularity of the part. The more vascular the part 
the quicker the heat is carried away. The part of the 
body between the diathermy electrodes may be com- 
pared to the furnace of a radiator system. 

It will be realized that any technique that retards 
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the flow of blood through the part treated will raise 
the temperature of the part; this may be done by 
pressure of the electrodes, or compression of the ves- 
sels above or below the electrodes. The size of the 
active electrode exerts a powerful effect on the local 
temperature. 

The two electrodes used in the treatment are of dif- 
ferent sizes, the larger being the indifferent, while the 
smaller is the active electrode; the smaller the active 
electrode the greater is the concentration of heat 
around it. By reduction of the size of the active elec- 
trode a stage is finally arrived at when coagulation of 
the tissues takes place around it. The diathermy then 
becomes surgical. A cylindrical electrode three-quart- 
ers of an inch long and one-eighth of an inch in diam- 
eter, with rounded end, will be found the most con- 
venient active electrode to use when the disease is a 
gonorrheal cervicitis and endometritis. The circular 
discs should vary in size; the largest size that can be 
introduced through the speculum should be used. 

The patient having already been douched and placed 
cn the couch in the lithotomy position, the indifferent 
electrode measuring 20x10 cm. is wrapped in a thick 
pad saturated in hot saline solution, and fixed by means 
of a binder on the abdomen as near to the pubes as 
possible. The cervix, os uteri, and urethra are cleansed 
with swabs. As large a speculum as possible is now 
introduced. 

The active electrode is screwed on to the holder 
and passed down the speculum; the stem of the active 
clectrode is introduced into the os uteri with care, and 
the circular disc is then pressed gently against the 
cervix. Before the current is applied the speculum is 
slightly withdrawn to avoid contact with the active 
electrode. No overlapping of the vaginal wall should 
atkes place, the circular disc of the active eletcrode be- 
ing kept in view throughout the treatmnet. The cur- 
rent is gradually increased ; the temperature which it is 
desired to maintain is 107° F. 

The sensation of heat felt by the patient is not a 
good guide; the cervix is peculiarly insensitive to heat ; 
a superficial burn may occur without the patient suffer- 
ing any discomfort. The temperature of the os was 
taken before the treatment commenced and was found 
to be on the average 99.2° F. The temperature after 
treatment of five to ten minutes varied from 102° to 
112° F, The ordinary clinical thermometer must 
register within half a minute, and must be introduced 
into the os very quickly if the correct rise is to be 
registered, as the part is so vascular that the tempera- 
ture drops. to normal very rapidly when the current is 
cut off. 

To treat gonorrheal urethritis the indifferent elec- 
trode is drawn well down to the pubes; after lavage 
and swabbing of the urethra an active electrode which 
consists of a cylindrical metal rod five-eights of an 
inch in diameter and of convenient length is introduced 
to the extent of 21% inches into the vagina and pressed 
in an upward direction against the vestibule and 
urethra. More current will be required than for the 
treatment of the cervix—usually about 114 amperes is 
sufficient to maintain the intraurethral temperature at 
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106° F. The treatment is given for ten minutes ana 
repeated five or six times, when a cure should be 
effected. Smears should be taken the day after each 
treatment. No diathermy electrode should be intro- 
duced into the urethra on any account; the necessary 
lethal temperature can be attained with ease without 
this expedient, and all chance of a burn of the urethra 
avoided. 

As in the case of the urethra, the duration of treat- 
ment to the cervix and uterus should be for ten min- 
utes, provided that the temperature is maintained 
throughout at an average of 107° F. The results of 
diathermy are marked; the cervical erosion heals 
rapidly, the discharge becomes less, and gonococci 
gradually disappear from the smears. With a con- 
tinuation of treatment the mucopurulent ropy dis- 
charge disappears, and quite clear mucous secretion 
without any gonococci in either smear or culture is 
then left. 

The burn which has been mentioned several times 
in the course of these observations differs entirely from 
an x-ray burn, or the burn which originates from the 
electrode of a galvanic battery. The latter are some- 
times most difficult to cure. Most surgeons are now 
familiar with the wound caused by surgical diathermy. 
The burn which has occurred in some of the cases is 
a very superficial surgical diathermy coagulaticn, and 
there has been no difficulty, in spite of the previous 
infection, in obtaining complete healing. 


Society Proceedings 





ADAMS COUNTY 


July 13, 1925—This was a regular meeting of the 
Adams County Medical Society held at the Hillcrest 
Sanitarium upon the invitation of Dr. W. L. Calvert. 
The meeting was preceded by a dinner at 8:15 p. m. 

The meeting was called to order by the First Vice- 
President, Dr. Frank Cohen, with 31 members present. 

The following change in the By-Laws was adopted: 

The Order of Business shall be as follows at the 
annual and monthly meetings: 

1. Call to order. 

2. Reading of regular essays and clinical reports. 

3. Reading of volunteer essays and clinical re- 
ports. 

4. Announcements. 

5. Reading of minutes of the last regular meet- 
ing and of any special meeting, since the last regular 
meeting. 

6. Reports from committees. 

7. Unfinished business. 

8. Reading of business correspondence. 

9. New business. 

10. Reading of applications for membership, 

11. Report of the censors. 

12. Voting of candidates for membership. 

3. Report of the officers at the annual meeting. 

14. Election of officers. 

15. Reading of scientific correspondence. 

16. Adjournment. 
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Dr. C. H. Neilson, Professor of Medicine, St. Louis 
University, gave an interesting practical talk on the 
various aspects of the tuberculosis problem. His talk 
was discussed by Drs. Calvert, Irwin, McReynolds, 
Swanberg and Beirne. Dr. Beirne made a motion that 
we extend Dr. Neilson a rising vote of thinks for 
coming to Quincy to address the Society. Seconded 
and carried. The Secretary made a motion that the 
August meeting of the Medical Society be devoted to 
the annual picnic and that the Entertainment Com- 
mittee be in charge and that the meeting be held 
some time during the week of August 10th. Seconded 
and carried. : 

Adjournment was made about 10:30 p. m. 

Harotp SWANBERG, M. a. 
Secretary. 

August 13, 1925.—This was the annual picnic and 
was held at Airon Park with the Entertainment Com- 
mittee in charge. The following guests, Drs. Wolfe, 
Schauf and Behner of Quincy, Dr. Gaul of Mendon, 
and Dechow of Kinderhook were present, making a 
total attendance of 31. 

Chicken dinner was served by Clyde Collins, and 
the day was spent in various types of amusement. 

Haro_p SwAnserc, M. D., 
Secretary. 


Marriages 


JouN RussEvt Baum to Miss Daisy Chisnhall, 
both of Chicago, April 5. 

Irvin Davis, Belleville, Ill., to Miss Anna 
Willma Selph of St. Louis, June 21. 

Leroy B. Exuiston, La Salle, Ill., to Miss 
Ida Wurst of Morton, at Peru, July 9. 

Rosert Leo Exwistron, La Salle, Ill., to Miss 
Florence Stunn of Yorkville, at Aurora, July 28, 

Homer JAMEs Gorpon to Miss Miriam Frum- 
kin, both of Chicago, August 4. 

Finptey, Dayton Jonn, Chicago, to Miss 
Josie Dulaney of Okolona, Miss., August 20. 

HILBERT Martin Loewe, Winnetka, IIl., to 
Miss Alma Meertief Nachman of Montgomery, 
Ala., May 14. 

SHEPPARD 
Laura Kalisch of Brooklyn, August 8. 

Royat WILLIAM Rupotren, Chicago, to Miss 
Bergliot Michelet Smith of 
June 29. 

Aveustus 8S. Warner to Miss Anna May 
Haury, both of Chicago, June 30. 


Remincron, Chicago, to Miss 


Minneapolis, 
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Personals 


Dr. Isaac D. Rawlings has been reappointed 
director of the state department of health for 
four years. 

Dr. George F. Way has resigned as a member 
of the board of health of Urbana, 

Dr. John C. White, Seatonville, a practitioner 
for fifty-seven years, has retired to enter the 
Knights of Pythias’ home at Decatur. Dr. 
White is about 80 years of age. 

Dr. Lee Alexander Stone, Chicago, lectured 
under the auspices of the Illinois Medical So- 
ciety on “Community Defense” at Colusa, 
August 9. 

Dr. Burt F. Crain, for the last six years on 
the staff of the Union Hospital, West Frankfort, 
has resigned and Dr. James E. Williams, Bour- 
bon, Mo., has been appointed to that position. 
Dr. John C. Black on the staff of this hospital, 
also recently resigned. 

Dr. Truman W. Brophy, Chicago, was awarded 
the Miller prize for dental research at the Inter- 
national Dental Federation, Geneva, Switzer- 
land, August 3, and was also made an honorary 
member of the Swiss Odontological Society. 

Dr. Allen K. Krause, associate professor of 
medicine, Johns Hopkins University Medical 
Department, Baltimore, will give a series of lec- 
tures in Chicago, October 1, under the auspices 
of the Chicago ‘Tuberculosis Institute, one to 
medical students, another to nurses and social 
workers, and another to physicians. 

Dr. Charles E. Shultz, of Shirley, Illinois, has 
been appointed as health officer of Bloomington, 
Illinois, succeeding Dr. Harold B. Wood, who 
resigned sometime ago to accept a position with 
the Pennsylvania state department of public 
health, 

Dr. Warner H. Newcomb, for several years 
health officer of Suffolk, Virginia, has been ap- 
pointed health officer for Morgan county and 
also superintendent of Oak Lawn Sanatorium. 
Dr. Newcomb, a native of Illinois, assumed the 
duties of his new office on July 15. He succeeds 
Dr. Thomas A. Mann, resigned. 

Dr. A. M. Harvey, Chicago, sailed July 4 with 
his son A. M. Harvey, Jr., for ten weeks visit 
on the Continent and England. 
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September, 1925 
News Notes 


—The Chicago Tuberculosis Institute com- 
ments very favorably on three new laws enacted 
by the 54th general assembly of the State of 
Illinois. Two of these relate to milk and one 
to nursing. Consequently they all have a prac- 
tical bearing on the work of the Institute and, 
if rigidly enforced, should be a great help in 
promoting the public health One law requires 
pasteurizing plants to have state certificates. 
The other milk law provides that municipalities 
may prohibit the sale of milk from any herd 
that has not been tuberculin tested. The law 
that relates to nursing provides that cities may 
levy a tax for the salaries of community nurses. 
Such nurses must be properly appointed and 
their duties prescribed under the law. These 
laws mean a great step in the progress of the 
state of Illinois and have long been desired by 
those interested in it. 

—The Children’s Memorial Hospital, 735 
Fullerton Avenue, has taken out a permit for 
a five story building, the Martha Wilson Me- 
morial. 

—The Chicago Tuberculosis Institute, which 
has eighteen health centers at which clinics are 
held, plans now to add to its staff a laboratory 
diagnostician who will have an office and labora- 
tory at the Oak Park Health Center. 


—A chair in the University of Chicago school 
of medicine was endowed, August 14, with the 
gift of $100,000 by Mrs, Anna Raymond. The 
chair, the selection of which will be left to the 
discretion of the trustees, will be known as the 
James Nelson and Anna Louise Raymond pro- 
fessorship. 


—tThe Illinois State Department of Registra- 
tion and Education closed the “Clark Medical 
Clinic,” 189 North Clark Street, Chicago, Aug- 
ust 13, and obtained a warrant, it is reported, 
for the arrest of “Dr. L. Devereux” who is 
charged with practicing medicine without a 
license. It is said that Devereux was posing as 
a French specialist and was obtaining from $20 
to $100 for treatment. 

—Among the appointments announced by the 
University of Chicago are those of Drs. George 
M. Curtis and Lester R. Dragstedt to be associate 
professors of surgery, Lieut. Col. Junius C. 


NOTES . wol 


Gregory, U. S. Army, retired, to be assistant 
clinical professor (military medicine) in Rush 
Medical College, Dr. Charles Philip Miller, Jr., 
of the Rockefeller Institute for Medical Re- 
search, New York, assistant professor of medi- 
cine, and Dr. Chester M. Van Allen, assistant 
professor of surgery. 


—The state department of health has com- 
pleted arrangements for issuing certificates of 
approval to diagnostic laboratories that do work 
which pertains to public health. To be eligible 
for a certificate of approval, the laboratory must 
be personally inspected by an agent of the state 
department of health and meet certain require- 
ments as to equipment, personnel and character 
of work undertaken. The inspections for cer- 
tification will be made only on request, and the 
certified laboratories will be required to perform 
tests on specimens furnished by the department 
from time to time. This undertaking is purely 
voluntary, there being no law that requires it. 


—Under the auspices of the Morgan County 
Medical Society, a centennial celebration was 
held at Jacksonville, August 13. There was a 
picnic luncheon on the Illinois College campus, 
where a marker was dedicated to the first medi- 
cal school in the state. Dr, William Allen Pusey, 
Chicago, formerly President of the American 
Medical Association, gave an address. A marker 
was also dedicated on the home site of the first 
physician in Morgan County, 6 miles west of the 
city, and a marker was dedicated in honor of 
the first physician in Jacksonville at the site of 
his home and office. Dr. George W. Crile, Cleve- 
land, gave an address at the dinner held at the 
Country Club in the evening. 


—The Chicago Medical Society Bulletin says 
that a so-called medical association is trying to 
sell stock to physicians with the idea that they 
will be employed to care for patients which the 
association may contract to attend. This organi- 
zation claims, it is said, to be able to get in touch 
with large organizations and to contract to care 
for large numbers of people at so much monthly 
per member or family. There is another scheme 
doing about the same thing for 75 cents monthly 
for the whole family. This organization is ap- 
pointing physicians in various districts to take 
care of its members on a schedule basis. The 
Bulletin cautions physicians to look into these 
organizations before making any alliance. Phy- 





252 


sicians who call in person at the offices of the 
Chicago Medical Society will be given informa- 
tion confidentially regarding these “new organi- 
zations.” 


—The executive director of the Chicago Light- 
house requests physicians to refer to that insti- 
tution blind people who need its help. The light- 
house conducts workshops at 3323 West Twenty- 
second Street under regular factory conditions 
where the blind are trained in industrial occupa- 
tions. They receive this training without ex- 
pense. The work includes typing, piano tuning, 
dictaphone operating, mechanical assembling, 
folding, packing, sorting, stacking, and wrapping 
of articles weaving on hand looms, and other 
work. The work is identical with that which 
will be required of them in factories in which 
they will be helped to find positions. The best 
time to refer persons to the lighthouse is when 
their blindness is impending or soon after they 
have become blind. Later they lose courage, and 
it is difficult to regain their self-confidence. 





Deaths 


GrorGe CHRISTIAN AMERSON, Chicago; Chicago Ho- 
meopathic Medical College, 1902; College of Physi- 
cians and Surgeons, Chicago, 1904; a Fellow A. M. A.; 
formerly professor of surgery, Chicago College of 
Medicine and Surgery, and clinical professor of sur- 
gery, Loyola University School of Medicine; served 
in the M. C, U. S. Army, in France, during the 
World War, aged 47; died, August 7, of pernicious 
anemia. 


Haypen SuFrietp BarNarp, Chicago; Rush Medical 
College, Chicago, 1889; a Fellow A. M. A.; aged 58; 
died, August 2, of myocarditis. 


Arrep J. Baxter, Astoria, Ill.; College of Physi- 
cians and Surgeons, Keokuk, Iowa, 1880; aged 70, 
July 10, of chronic nephritis. 


Gustavus FrepericK Bercer, Chicago; Rush Medi- 
cal College, Chicago, 1897; a Fellow A. M. A.; aged 
58; died, August 4, of angina pectoris. 


Ropert Emmett CLancy, Cairo, Ill.; University of 
Louisville (Ky.) School of Medicine, 1891; aged 56; 
djed suddenly July 22. 


Benepict Ernarson, Chicago; University of Michi- 
gan Homeopathic Medical School, Ann Arbor, 1882; 
a Fellow A. M. A.; College of Physicians and Sur- 
geons, Chicago, 1890; on the staff of the Englewood 
Hospital; aged 70; died, July 25 of cerebral hemor- 
rhage. 
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Georce Marion Frencu, Springfield, Ill.; College 
of Physicians and Surgeons, Chicago, 1901; medical 
director of the Springfield Life Insurance Company ; 
aged 45; died, August 12, at St. Luke’s Hospital, 
Chicago, of peritonitis. 


Oscar N. Grsson, Eldorado, Ill.; Miami Medical 
College, Cincinnati, 1887; aged 65; died suddenly, 
July 6, at Galatia, of cerebral hemorrhage. 


Joun Ewr1nc Haucuey, Rockford, Ill; Rush Medi- 
cal College, Chicago, 1891; a Fellow A. M. A.; on 
the staff of St. Anthony’s Hospital; aged 62; died, 
July 6, of carcinoma of the stomach. 


James E, Inskeep, Mount Carmel, Ill.; Eclectic 
Medical Institute, Cincinnati, 1877; county coroner; 
aged 73; died, July 9, following a long illness, of dia- 
betes mellitus. 


Leo J. Kexty, Joliet, Ill.; Illinois Medical College, 
1906; aged 42; died, July 31, at St. Joseph’s Hospital, 
following an operation. 


LawreNcE Howarp Rostes, Chicago; University of 
Michigan Homeopathic Medical School, Ann Arbor, 
1912; a Fellow A. M. A.; served in the M. C., U. S. 
Army, during the World War; consulting urologist 
to the Illinois Masonic Hospital, where he died, July 
24, of chronic interstitial nephritis, aged 37. 


WriuiAM H. F. Smirn, Chicago; Rush Medical Col- 
lege, Chicago, 1884; a Fellow A. M. A.; aged 79; 
died, May 25, of myocarditis. 


Rosert Epwarp Stevens, Rochelle, Ill.; College of 
Physicians and Surgeons, Chicago, 1904; a Fellow 
A. M. A.; past president of the Ogle County Medical 
Society; formerly health officer of Rochelle; served 
in the M. C., U. S. Army, during the World War; 
aged 46; died, July 11, at the Lincoln Hospital, of 
peritonitis, following an appendectomy. 


Georce Frep SuTHERLAND, Chicago; Rush Medical 
College, Chicago, 1920; a Fellow A. M. A.; clinical 
associate in pediatrics at his alma mater; member of 
the Chicago Pedriatic Society; on the staffs of the 
Chicago Memorial Hospital and the Presbyterian Hos- 
pital, where he died, August 16, of ulcerative phar- 
yngitis, phlegmon of the neck, and bronchopneumonia ; 
aged 33. 


Epwarp Estite Truitt, Maquon, IIl.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1883; aged 
66; died, August 4, in a hospital at Galesburg, of a 
poison, presumably self-administered. 


Wittiam A.tien Barr, Paris, Ill.; Rush Medical 
College, Chicago, 1892; aged 67; died, July 18. 


Wittiam A. Sywnon, Platteville, Wis.; Rush Medi- 
cal College, Chicago, 1882; aged 69; died, July 14. 

Pur D. B. Gratron, Galatia, TI. 
nois, 1877); died, July 6. 


(licensed, Uli 


Westey Acrrep Kocn, Pekin, Ill; College of Phy- 
sicians and Surgeons, Chicago, 1901; Spanish-Ameri- 
can War veteran; aged 48; died, July 22, at the Peoria 
(I1l.) State Hospital. 
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